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THE USE OF DILAUDID IN TREATING PATIENTS 
WITH CANCER* 


BY IRA T. NATHANSON, M.D.,t AND ERNEST M. DALAND, M.D.t 


HE treatment of pain in the patient with 
malignancy has always been a difficult prot 
lem. The average practitioner feels that ad- 
vaneed cancer and large doses of morphine go 
hand in hand. Too often is the patient given a 
box of morphine tablets with instructions to use 
them as he needs them. We believe that a pe- 
tient is no judge of the quantity needed or the 
time interval between doses and we have been 
impressed with the small amounts of medication 
needed if it is given under close supervision. 
Our policy is to relieve pain as far as possible 
by salicylates and barbiturates before resorting 
to opiates. We then turn to codeine alone or a 
combination with the above. Finally we resort 
to the stronger opiates, chiefly morphine. 
Careful cleansing of ulcerated lesions, judi- 
cious use of deep x-ray, minor surgical pro- 
cedures (removal of sequestra, ete.) and careful 
nursing are greater factors in relieving pain 
than is the administration of medicines. Cer- 
tain neurosurgical measures as chordotomy (sev- 
ering the spino-thalamie tract), rhizotomy, di- 
vision of peripheral nerves and aleohol injection 
of nerves may remove all need for the admin- 
istration of narcotics. The opiates are used and 
are necessary as preoperative and postoperative 
medication in the cancer patient treated sur- 
gically. When deep x-ray therapy is used for 
treatment of the disease, the discomfort is in- 
creased for a time as the reaction develops and 
consequently there is need for more medication. 
In both of these groups, the operative case and 
the patient treated with maximum dose of x-ray, 
it is hoped that the need for medication is but 
temporary. We desire, therefore, to use an 
agent that is not to become habit forming. 


There is another group of patients suffering 
either from necrosis, edema, or replacement 
fibrosis following radiation, or from extensive 
involvement of bone, fascia or abdominal viscera 
from the extension of metastases where pain 
lasts as long as the patient lives. Granted that 
these patients need opiates, it is obvious that a 
drug should be selected which will not produce 
a rapidly increasing tolerance. 

*From the Pondville Hospital, Massachusetts Department 
of Public Health, Wrentham, Massachusetts. 
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Each year sees the introduction of new drugs 
to replace morphine. One by one they disappear 
until we have codeine, morphine and pantopon 
as the only reliable narcotics. "Within the past 
few years, another drug, dilaudid, has been 
advanced as a substitute for morphine because 
it is supposed to possess certain advantages over 
the latter. It has been said to be a ‘‘stronger 
analgesic, requiring but a small dose, about one- 
fifth that of morphine. It acts more quickly 
and is less likely to produce undesirable side 
effects.’’* In therapeutic doses, it is stated that 
it has very little hypnotic action. 

Before discussing dilaudid, let us consider the 
more common disadvantages and side effects of 
morphine. Morphine is habit forming and a 
tolerance for it is gained rather rapidly. Con- 
stipation is practically a universal result of its 
use. Loss of appetite, nausea and vomiting, par- 
ticularly in the operative cases, are common. 
Euphoria is prominent and there is marked hyp- 
nosis. Does dilaudid have fewer disadvantages? 


Through the courtesy of the Bilhuber-Knoll 
Corporation, distributors of dilaudid, we were 
able to obtain a sufficient quantity for clinical 
trial. Dilaudid is the hydrochloride of a hydro- 
gvenated ketone of morphine and has the chem- 
ical name dihydromorphinone hydrochloride. 
It was first studied by Gottlieb in 1926 who 
found that the effective dose was considerably 
smaller than that of morphine, the action set in 
more quickly, and there was less interference 
with intestinal peristalsis. This work was done 
with animals, although a clinical report was 
made by Krehl. Since that time the foreign 
literature has contained numerous articles on 
the subject. 

The Committee of Experts? appointed by the 
Council of the League of Nations in May, 1931, 
in reporting on heroin, states, ‘‘For the relief 
of pain in patients in whom it is undesirable 
to act on the bowels, heroin is better than mor- 
phine, but dilaudid offers the same advantages. 
Dilaudid has a slightly weaker effect on the 
respiratory center than heroin; it has the same 
analgesic effect as heroin; both drugs have little 
effect on the alimentary canal. The euphoric 
effects of dilaudid are weaker than both mor- 
phine and heroin as gauged by withdrawal 
symptoms. It was not until 1932, however, that 
Alvarez® introduced it in the United States. His 
experience was that the drug had the same prop- 
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erties of codeine with the additional ones of 
being a much better reliever of pain, and being 
without effect on the bowels. He did not find 
that it ertirely removed the nauseating and 
emetic effects of morphine. 

Eddy* at the request of the Council on Phar- 
macy and Chemistry of the American Medical 
Association reported on the general status of 
the alkaloid, and made an extensive review of 
the literature. Experimentally, he found it to 
be powerful!y analgesic but that, like morphine, 
it depressed respirations, and that the estab- 
lished ratio between effective doses of morphine 
and dilaudid for production of desirable effects 
was not materially different from the ratio be- 
tween their toxic doses. He did not believe 
that dilaudid was free from tolerance and ad- 
diction evoking properties although side reac- 
tions seemed to occur less frequently. He ad- 
vised that prolonged administrations should be 
made as cautiously as with morphine. 

Menard? felt that dilaudid was more desirable 
than morphine because it was better tolerated, 
produced more effective analgesia in smaller 
doses and caused fewer undesirable symptoms. 

Paine et al®, in studying postoperative nausea, 
vomiting and distention, found that while dilau- 
did was effective in relieving the postopera- 
tive pain, it showed no marked advantages over 
morphine, and stressed the possibility of res- 
piratory depression. 

David’ states that in therapeutic doses, dilau- 
did tended to lower the basal metabolic rate as 
did morphine, but that it acted more rapidly 
and over a shorter period of time. He believed 
it to be ten times as active as morphine. In re- 
gard to tactile discrimination and respiratory 
depression, it was slightly superior to morphine. 
As to the side effects it appeared to produce less 
euphoria, more diarrhea, and more itching. 

Stroud® found dilaudid to be efficient in con- 
trol of constant pain, and considered it superior 
to any other opiate as regards analgesic effects 
and side reactions. He advised that it be admin- 
istered with sufficient frequency to permit con- 
tinuous effect. 

Weum?® used dilaudid in labor, postpartum 
and postoperatively. He believes that it excels 
both morphine and codeine in postpartum or 
postoperative care especially when administered 
in the form of the rectal suppository. 

Dilaudid was administered in various dosages, 
forms and combinations to 115 cases of malig- 
nant disease at the Pondville Hospital. The 
site and nature of the lesion is indicated in 
table 1. In fifteen other cases the drug was 
used as a pre- and postoperative medication, a 
like number of similar cases being given mor- 
phine to serve as controls. The indications for 
the medication were the same as that for the 
other opiates. It was given regardless of 
whether they had previous opiates, and if it 
was known that they had. detailed questions 


were asked to determine the dosage, the dura- 
tion of administration, and the analgesic and 
side effects so that a favorable comparison could 
be made. All of the patients were observed and 
questioned by one of us, but additional infor- 
mation was obtained from members of the house 
staff, the nursing personnel and the house rec- 
ords. The patients were asked no leading ques- 
tions, and they did not know the nature of the 
drug they were receiving. The points, upon 


TABLE 1 
TYPES OF MALIGNANT CASES TREATED 


Total—115 


Cervix—frozen pelvis 20 
Breast with and without bone metastases............... 15 
Prostate with bone metastases 10 
Lip 
Larynx 
Bone sarcoma 
Ewing’s endothelioma 
Lymphoma 
Antrum 
Testicle 
Skin with bone invasion 
Parotid 
Floor of mouth, alveolus, etc. 
Tongue 
Stomach 
Rectum 
Anus 
Bowel 
Esophagus 
Lung 
Neurogenic sarcoma 
Melanoma 
Tonsil 
Thyroid 
Penis 


which stress was laid by whatever route the drug 
was given, were rapidity of action, degree of 
analgesia, duration of analgesia, the intervals 
between doses, the hypnotie action, the effect on 
the gastrointestinal tract (loss of appetite, 
nausea, vomiting, constipation and diarrhea), 
the other side reactions, and the question of 
tolerance where possible. 

It may be well to state here that, at the Pond- 
ville Hospital, the patient is started on a mini- 
mal amount of drug necessary to control pain, 
regardless of the amount and type of medica- 
tion received elsewhere. The dosage is increased, 
or medication altered only because of increased 
tolerance or pain, or because of very undesir- 
able side effects. It is interesting to note that 
by judicious use of the drug, the patients can 
be made comfortable on relatively small doses 
for long periods of time. Consequently, upon 


eradication of the disease, and even with ter- 
minal care patients, the dose is never large. In 
the former group they are almost always dis- 
charged without need for opiates as the amount 
is gradually lessened as the disease is alleviated 
with very little evidence of withdrawal symp- 
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toms; as to the latter, we seldom have to resort 
to massive doses to control pain, even in the 
end stages of the disease. Because of this fact, 
we have seen surprisingly less evidence of toler- 
ance or habituation during their stay in the hos- 
pital than one would expect. If these. symp- 
toms are observed on admission, every attempt 
is made to eradicate them. In the evaluation 
of the effect of any medication for the relief 
of pain, one must take into consideration the 
duration, the degree, the location and the type 
of pain, if one wishes to make a satisfactory 
observation. Consequently, when this study was 
undertaken, these factors were kept in the fore- 
ground in the estimation of our results. 
Dilaudid was given by mouth, by hypodermic 
injection, by suppositories, and in combination 


codeine. The dilandid dosage varied from 
grains 1/64 to 1/20 by hypodermic injection 
and from grains 1/48 to grains 1/24 by oral 
administration. Codeine varied from grains 1/2 
to grains 1, and morphine from grains 1/8 to 
grains 1/2. The medication was administered 
with sufficient frequency to permit continuous 
relief, i.e., it was repeated before the pain had 
again reached its maximum intensity. If used 
in this way it will be found that the single dose 
necessary to produce satisfactory analgesia will 
be smaller and more effective although the total 
amount in twenty-four hours may be the same 
as larger doses given at less frequent intervals 
when the pain is at its height. 

The following graphs have been made dia- 
grammatically to illustrate the point. 


Smaller Doses 


5 6 7 8 | 12 


larger Doses 


Iv 
11% 
Degree 
of II x 
Pain 
(I to IV) 1 
i?) i 2 = 
Hours 
Degree 
of II 
Pain 


(I to IV) 


Hours 


5 6 8 9 


X - time at which medication is given. 


with synergistic drugs as aspirin and pyrami- 
don (the latter has not been used in the past 
six months because of the many reports in the 
literature of granulocytopenia apparently re- 
sulting from it) in much the same manner as 
we used morphine and codeine. As soon as a 
ease was admitted, a history of the amount. and 
effect of previous medication, if any, was taken. 
In one group, if an opiate was necessary, the 
patient was then placed on the amount of codeine 
or morphine to relieve his pain satisfactorily. 
After a variable period, when an evaluation 
of the effect of the medication could be made, 
he was given dilaudid in the equivalent doses 
as recommended by various writers, that is, one- 
fifth that of morphine. In other eases where 
no medication other than a non-narcotic was 
given, he was placed on dilaudid directly, and 
the observations recorded. A control group was 
made up of patients who, without previous nar- 
eotie medication. were placed on morphine or 


Observations. The following actions of dilau- 
did as compared with that of other opiates have 
been noted: Dilaudid either by mouth or by 
hypodermic is approximately twice as rapid 
in action as that of other drugs. Its effect was 
evident almost invariably before a fifteen-min- 
ute period, and it usually took effect in about ten 
minutes. The duration and degree of relief 
varied directly with the dose given and the 
amount of pain. It compared very favorably 
with morphine (Case 6). In some instances it 
appeared to be more efficacious (Case 8), al- 
though the reverse was also true. 

In the doses given, very little hypnotie ae 
tion was seen, although in a few eases a ‘‘dopi- 
ness’? was observed. It was necessary, there- 
fore, to supplement the dilaudid with a barbi- 
turate in those patients who could not sleep even 
when they experienced complete relief from pain 
(Case 9). In individuals who had had morphine 
or codeine previously, it was found that although 
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they admitted satisfactory relief from pain with 
dilaudid, they did not eare for the drug be- 
cause it did not give them the usual feeling of 
well-being or have the hypnotie effect to which 
they had become accustomed. This weaker hyp- 
notie effect is of definite benefit to the ambula- 
tory patient, as it gives him the opportunity 
to be up and around, and aware of his surround- 
ings. 

The effect on the gastrointestinal tract in our 
experience was found to be superior to that of 
morphine or codeine as regards the side actions. 
The appetite was seldom diminished, and consti- 
pation although present in a fair number of 
cases, was not so severe as from the other drugs. 
Nausea and vomiting which are not infrequent- 
ly seen after morphine, were seldom noted, al- 
though they did occur occasionally with the ad- 
ministration of dilaudid (Case 1). 


Other effects. It was noted that an appre- 
ciable number complained of transient dizziness 
or giddiness within a few minutes after the hy- 
podermie injection. This was not noted after 
morphine. Itching was a much more frequent 
symptom than with the other opiates. Euphoria 
was seen in but a few cases, but in respect to 
this, we can make no comparison, as it was sel- 
dom noted with the doses of morphine that were 
used. Respiratory depression was observed more 
frequently from therapeutic doses than from 
corresponding doses of morphine. In one in- 
stance, death is believed to have occurred from 
it (Case 2). This depression was found to be 
especially evident when the drug was used pre- 
operatively, and oceurred during the adminis- 
tration of the anesthetic (Case 10) but it was 
also seen during the administration of the drug 
for pain especially with the first few doses. 

The question of tolerance is an important 
one, and we believe that patients receiving 
dilaudid, although they do become tolerant, are 
less likely to become so than with morphine. 
This is evidenced by the fact that it is possible 
to continue the cases on the same doses for a 
much longer time, once the effective dose has 
become established, than with effective doses of 
the other opiates. In respect to habituation, we 
have not seen it, but this is most likely due to 
the fact that the drug was not given for a 
sufficient length of time. We have no reason 
to believe that the drug is not habit forming. 
Withdrawal symptoms when the patients had 
definitely become tolerant, were milder than 
those seen with morphine. However, with the 
mode of administration used at Pondville, tol- 
erance is increased very slightly even with 
morphine, so that withdrawal symptoms in gen- 
eral are relatively infrequent. 

In a group of patients who had received mor- 
phine or codeine for a considerable period (i.e., 
two weeks or more) prior to or after admission, 
the effects of dilaudid in equivalent doses in 


i 

| most instances were not nearly so efficacious as 
the drug previously administered. The reverse 
was not always true. It is felt that this is 
definitely due to cross tolerance (Case 5). Sub- 
stitution therapy with dilaudid in definite cases 
of morphine addiction was unsuccessful in our 
hands. 

In this series of cases, morphine was found 
to be more consistent in its action than dilaudid. 
Dilaudid was more consistent than codeine, but 
when codeine was given in combination with 
aspirin, it was found to be more efficacious than 
equivalent doses of dilaudid. However, when 
aspirin was given with dilaudid, it was observed 
that this combination was much superior to the 
eodeine and aspirin. Grains 1/48 of dilaudid 
with aspirin grains 10 was more efficient than 
codeine grains 4% and aspirin grains 10, and 
in some instances was equal to or better than 
codeine grains 1 and aspirin grains 10 in its ac- 
tion. This suggests, therefore, an efficient anal- 
gesic with a relatively small dose of a narcotic 
for patients suffering from moderate pain 
(Case 7). 

The rectal suppository was felt to be superior 
to an equivalent dose of an opiate suppository 
in that its action was more rapid, and Jasted 
longer. It is especially suitable for cases of 
earcinoma of the rectum, and carcinoma of the 
cervix, with invasion of the reetovaginal sep- 
tum (Case 3). 

Cough. Many writers have suggested its use 
in postoperative cough, in cough due to pul- 
monary metastases and the irritative type from 
lesions of the oral cavity, pharynx and larynx. 
We have found it to be very efficient and defi- 
nitely superior to codeine. In combination with 
terpene hydrate it is especially efficacious 
(Case 4). 

Preoperative and Postoperative Use. In a 
series of fifteen cases, dilaudid was used as a 
preoperative medication in combination with 
atropine in an effort to determine its efficiency 
as a preoperative drug. It was used postoper- 
atively also to determine the effects on postoper- 
ative nausea, vomiting, and distention. The 
eases ranged from short anesthesias to ones re- 
quiring complete relaxation and longer anes- 
thesia. A comparable number were observed 
as controls in which morphine was used as a 
preoperative and postoperative medication. Al- 
though the series is much too small for any con- 
clusions, the observations seem to indicate the 
following: Dilaudid tended to cause more res- 
piratory depression, thereby causing a more 
difficult anesthesia. In two instances, the respira- 
tions fell to 8, and stimulation with carbon diox- 
ide and oxygen was necessary. It was found 
that the degree of relaxation necessary for any 
given type of operative procedure was less easily 
obtained than with morphine. The incidence 


of postoperative nausea and vomiting was defi- 
nitely less in the dilaudid group. It was espe- 


— 
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TABLE 2 


DILAUDID PREOPERATIVE AND POSTOPERATIVE (GRADED ON A BASIS OF 


Hosp. Dose Time Duration Operation Respira- Pulse Induction Re- 
No. before and Type tory Range laxa- 
Anes- of tion O 
thesia Anesthesia 
7216 Dil. 1/32 18’ No,-O, Radical 18-24 96-112 Initial II 
Atrop. 1/150 Ether Mastectomy Respiratory 
1° 256’ Depression 
Smooth 
7260 Dil. 1/20 20’ Ether Total 8-32 92-120 Marked II 
Atrop. 1/150 2° 30’ Hyster- Respiratory 
ectomy Depression 
O?-CO? 
Poor 
7393 Dil. 1/20 17’ No.-O, D. & C. 20 100-120 Smooth III 
Atrop. 1/150 Ether Radium 
23’ 
7473 Dil. 1/32 15’ No,-O, D&C. 20-22 108-112 Smooth III 
Atrop. 1/150 Ether Radium 
7501 Dil. 1/20 i ode No.-O, D. & C. 24-34 120-132 Fair II 
Atrop. 1/150 Ether Radium 
7684 Dil. 1/20 18’ Ether Total 18-40 104-132 Initial III 
Atrop. 1/150 1° 45’ Hyster- Respiratory 
ectomy Depression 
O*-CO? 
Fair 
7299 Dil. 1/20 15’ Ether Total 8-40 108-124 Marked II 
Atrop. 1/150 1° 30’ Hyster- Respiratory 
ectomy Depression 
O*-CO? 
Cyanosis 
7371 Dil. 1/32 15’ No,-O, DD: @xC. 18-26 84-108 Smooth III 
Atrop. 1/150 Ether Trachelor- 
37’ rhaphy 
Dil. 1/32 20’ No.-O. D: & 20-24 116-124 Smooth III 
Atrop. 1/150 -Ether Radium 
20’ 
7397 Dil. 1/32 25’ No.-O, Simple 18-28 108-128 Initial II 
Atrop. 1/150 Ether Mastectomy Respiratory 
45’ Depression 
Fair 
7812 Dil. 1/32 15’ No.-O, Div&€. 20 88 Smooth III 
Atrop. 1/150 Ether Cauterization 
18’ Cervix 
7820 Dil. 1/32 20’ No,-O, Simple 20-28 96-108 Fair II 
Atrop. 1/150 Ether Mastectomy 
7855 Dil. 1/32 10’ No.-O, D.-& C. 20 96 Fair II 
Atrop. 1/150 Ether Trachelor- 
50’ rhaphy 
8262 Dil. 1/32 10’ No,-O, D..&C. 20-28 104-126 Fair II 
Atrop. 1/150 Ether Radium 
30’ Trachelor- 
rhaphy 
7638 Dil. 1/32 20’ Ether D. & C. 20-24 100-110 Fair II 
Atrop. 1/150 20’ Radium 
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Pe III 0 I 0 I 0 IV 1/32 
| III III 0 Ill 0 0 Iv 1/32 
me Fair 0 0 0 0 0 IV 1/32 
Za Ill 0 I 0 I II IV 1/32 
: II 0 IV 0 IV IV IV 1/32 
a Ill 0 0 0 0 0 IV 1/32 
Fe III 0 0 0 0 0 IV 1/32 
II 6 I 0 0 0 IV 1/33 
2 III I 0 I 0 0 IV 1/32 
Fair II 0 0 0 0 0 IV 1/32 
Fair II 0 0 0 0 0 IV 1/32 
; Fair ll 0 II 0 I 0 IV 1/32 
. Fair II 0 I 0 0 0 IV 1/32 
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TABLE 3 


MORPHINE PREOPERATIVE AND POSTOPERATIVE (GRADED ON A Basis or I 1 


Hosp. Dose Time Duration Operation Respira- Pulse Induction Re- Né 
No. before and Type tory Range laxa- In 
Anes- of tion oO. R. 
thesia Anesthesia 
7504 M.S. 1/6 25’ No,-0, D. & C. 20-30 116-124 Smooth III III 
Atrop. 1/150 Ether Radium 
7366 M.S. 1/4 25’ No,-0, D. & C. 22-28 84-96 Smooth III IV 
Atrop. 1/150 Ether Trachelor- 
32’ rhaphy 
7561 M.S. 1/4 20’ No,-O, Excision 20-24 84-96 Fair Ill II 
Atrop. 1/150 Ether Cervical 
13’ Fibroid 
7658 M.S. 1/4 20’ Ether Gastro- 22-32 96-128 Excellent IV 0 
Atrop. 1/150 1° 30’ enterostomy 
7614 M.S. 1/6 15’ No,-0, Radical 22-30 108-96 Excellent IV 0 
Atrop. 1/150 Ether Mastectomy 
1° 30’ 
7596 M.S. 1/4 20’ Ether Amputation 20-28 96-108 Fair III 0 
Atrop. 1/150 tae Hand and 
Axillary 
Dissection 
7556 M.S. 1/6 30’ No,-O, D. & C 24-32 112-120 Fair II II 
Atrop. 1/150 Ether Radium 
18’ 
7665 M. S. 1/6 20’ No,.-O, Excision 22-24 108-120 Excellent IV 0 
Atrop. 1/150 Ether Cancer 
35’ of Breast 
7484 M.S. 1/4 20’ No,-0, D. & C. 24 96-100 Fair II III 
Atrop. 1/150 Ether Radium 
19’ 
7582 M.S. 1/6 15’ No.-O, D.C. 24-32 120-128 Smooth IIT I 
Atrop. 1/150 14’ 
7706 M. S. 1/6 23’ No,-O, D. & C. 18 120 Fair II I 
Atrop. 1/150 Ether Radium 
15’ 
7511 M.S. 1/4 25’ No.,-O, Total 20-32 84-120 Smooth II I 
Atrop. 1/150 Ether Hyster- 
1° 20’ ectomy 
3690 M. 8S. 1/6 20’ No.-O, Hyster- 20-30 110-130 Smooth III 0 
Atrop. 1/150 Ether ectomy 
7864 M.S. 1/6 25’ No,-0, Hyster- 20-30 120-130 Excellent IV if 
Atrop. 1/150 Ether ectomy 
7676 M.S. 1/4 15’ No,-O, Radium 22-32 72-108 Excellent II I 
Atrop. 1/150 Ether Needle 
35’ Insertion 
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cially noted that relatively few patients vom- 
ited immediately upon awakening or after cessa- 
tion of anesthesia as they did with morphine. 
Used postoperatively, it was a very efticient 
analgesic, but some cases required barbiturates 
to obtain sleep. So far as postoperative disten- 
tion is concerned, the degree of difference was 
not sufficient to permit any definite conclusions. 
In general, however, gas was passed earlier by 
these patients than by those with morphine, and 
it had less constipating effect (Case report 10). 

For detailed observations, see tables 2 and 3. 

Summary. Dilaudid is an efficient analgesic 
in doses approximately one-fifth those of mor- 
phine. Its speed of action is about twice as 
fast as that of the other opiates, and its dura- 
tion of action and degree of relief compare fa- 
vorably with that of morphine. It is not usually 
hypnotie in therapeutic doses, and requires in 
many instances the addition of a barbiturate 
to obtain sleep. The effect on the gastrointes- 
tinal tract as regards side reactions is less than 
that of morphine. It is an efficient reliever to 
cough due to various causes. It is less likely 
to produce undesirable side effects than mor- 
phine, but on the other hand, itching and respira- 
tory depression seem to be more prominent. Its 
efficiency in combination with other drugs has 
been demonstrated. Tolerance, although it is 
believed to develop, is not so marked or rapid 
as with morphine. It is not so efficient as the 
other opiates when it is given in equivalent 
doses after the other opiates are used first for 
a period of several weeks at least. This was 
felt to be due to cross tolerance. Its effect pre- 
and postoperatively has been discussed from a 
small series of eases. The mode of adminis- 
tration is important, and it was found that small 
doses at frequent intervals were superior to 
large doses at less frequent intervals, although 
the total twenty-four hour amount may have 
been approximately the same. 

Conclusion. There is a definite place for the 
use of dilaudid in the armamentarium avail- 
able for the treatment of pain in cancer pa- 
tients, but it must be used with the same cau- 
tion as the other opiates. 


CASE REPORTS 


Cass 1. L. M. B. Aged thirty-eight.—Pondville No. 
3146. Carcinoma of both breasts with pleural metas- 
tases. Complained of pain in the chest. She was 
given codeine, pantopon and morphine followed by 
excessive emesis in every instance. Dilaudid was 
then given hoth by mouth and by hypodermic with 
the same results. This case demonstrates a definite 
idiosyncrasy to any type of opiate. 


Case 2. D. H. Aged seventy-six.—Pondville No. 
8506. Carcinoma of buccal mucosa; operative exci- 
sion under local anesthesia. Preoperative medica- 
tion morphine grains 4 with atropine grains 1/150 
at 3:30 P.M. one-half hour before operation. No 


unusual reaction was noted and operation was un- 
At 7:30 P.M. the patient complained of 


eventful. 


pain and was given dilaudid grains 1/32 subcutane- 
ously;—twenty minutes later he developed marked 
cyanosis, respirations dropped to eight per minute, 
pupils were small, pulse was 100 and he could not 
be roused. Skin was warm and dry. Caffeine 
sodio-benzoate grains 7% was given in conjunction 
with oxygen-carbon dioxide inhalations jth relief 
of cyanosis, rise in respiratory rate to 15 and an 
increase in depth. Condition fair for about one- 
half hour. Then he lapsed into profound cyanosis, 
respirations were shallow and decreased to an aver- 
age of four per minute; pulse 88 and pupils were 
pin-point. He did not respond to any type of stim- 
ulation including coramine and oxygen and car- 
bon dioxide inhalation. Artificial respiration was 
necessary end was continued for one-half hour in 
spite of which death ensued. This is believed to 
be a case of respiratory paralysis initiated by the 
administration of dilaudid. 


Case 3. G. A. M. Aged forty-nine.—Pondville No. 
7742. Inoperable carcinoma of the rectum with 
colostomy. The patient complained of tenesmus 


and pain in both legs. Dilaudid suppositories (grains 
1/24) were administered with complete relief of 
symptoms. Later he was given opium suppositories 
(grains 1) with only partial relief for a shorter 
period of time. Dilaudid then was resumed with 
excellent results. 


Case 4. J. T. Aged seventy-three.—Pondville No. 
8527. Carcinoma of tonsil and soft palate. This 


patient developed a bad cough after x-ray treat- 
ment; it was especially severe at night. He was 
given codeine grains 1 with only partial relief and 
continued to have paroxysms. He was then given 
dilaudid grains 1/24 which gave him complete re- 
lief and allowed him to sleep. 


Case 5. TT. J. L. Aged sixty-two—Pondville No. 
7443. Epidermoid carcinoma of left temporo-occipi- 
tal region involving mastoid cells. The patient com- 
plained of pain in the left head and face. He was 
given codeine grains 1 and aspirin grains 10 for a 
period of three weeks on an average of three times 
daily. The latent period of action was between one- 
half and one hour. He was completely relieved for 
four hours. Dilaudid grains 1/24 was then given by 
mouth for an average of four times daily for a pe 
riod of six days. Relief was only partial for two 
and one-half hours although the latent period of 
action was only fifteen minutes. Dilaudid grains 
1/32 was then administered by hypodermic, with 
approximately the same results. Codeine and as- 
pirin were then resumed with the same results as 
originally. 


CAsE 6. C. K. Aged fifty-nine—Pondville No. 5350. 
Carcinoma of right cheek involving nose, antrum 
and orbit. The patient complained of continuous 
sharp pain in that area. Previous to entry she took 
only aspirin. On admission morphine grains 1/6 
hypodermically was found to be the effective dose. 
It was required on the average of four times daily 
and gave complete relief for four to five hours with 
moderate hypnosis and a latent period of one-half 
hour. Dilaudid grains 1/32 was then given for six 
days, with a daily average of four doses. The 
latent period was fifteen minutes and complete re- 
lief was obtained for four hours without hypnosis. 
In this case the effects of the drugs appeared to be 
about the same. 


Case 7. R. V. Aged forty-five—Pondville No. 6719. 
Carcinoma of cervix with frozen pelvis. There was 
pain in the pelvis and legs. Dilaudid grains 1/24 
was given orally with partial relief for two hours 
over a period of two weeks. Then codeine grains 
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1 with aspirin grains 10 was given with more sat- 
isfactory relief for three hours. Finally, dilaudid 
grains 1/24 with aspirin grains 10 was adminis- 
tered giving complete relief for four hours. 


CasE 8. D. B. Aged twenty.—Pondville No. 6541. 
Lymphoblastoma involving skin, lymph nodes and 
lumbar sertebrae. The patient complained of gen- 
eralized pain especially in the groins, chest and back, 
usually dull but intermittently sharp. Medication 
previous to admission was aspirin. On entry she 
was placed on morphine grains 1/4 subcutaneously 
every four hours, over a period of.a week. The 
latent period was thirty minutes, relief was com- 
plete for two and one-half hours with moderate 
hypnosis. Constipation was marked. She was then 
given dilaudid grains 1/20 by hypodermic for a sim- 
ilar period. The latent period was ten minutes with 
complete relief from pain until the next dose (i.e., 
four hours). There was no hypnosis and constipa- 
tion was msch relieved. Morphine was resumed, 
but the dose had to be given every three hours 
with not such satisfactory relief as with dilaudid 
and constipation again became severe. 


Case 9. M. E. Aged sixty.—Pondville No. 7480. 
Carcinoma of the cervix with frozen pelvis. The 
symptoms consisted of excruciating pain in the pel- 
vis radiating down the legs. No medication before 
entry. On admission she was given codeine grains 
1 with pyramidon grains 10 over a period of six days 
on an average of every three hours. Relief was 
partial for two hours. Dilaudid grains 1/24 was 
given by mouth for a daily average 6f every four 
hours over a week. The action was quicker and 
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she experienced complete relief for periods varying 
from four to six hours, but required a barbiturate 
in addition at night for sleep. 


Case 10. N. B. Aged forty-seven.—Pondville No. 
7299. Total hysterectomy for carcinoma of fundus. 
Anesthesia; ether by cone method. Preoperative 
medication dilaudid grains 1/20 with atropine grains 
1/150. Fifteen minutes after administration the 
respirations decreased from an average of 20 to 8, 
and became very shallow with development of cyano- 
sis. Stimulation with carbon dioxide and oxygen 
for cyanosis was necessary throughout the opera- 
tion. Relaxation was not successfully obtained and 
the operative procedure therefore was made more 
difficult and was prolonged. 
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BY HOWARD M. CLUTE, M.D.* 


REE muscle tissue has a marked ability to 
eontrol the oozing of small vessels by has- 
tening the formation of blood clot. Harvey 
Cushing’ noted this quality in muscle and made 
use of it in controlling bleeding vessels during 
brain tumor operations. Victor Horsley’, how- 
ever, is given credit by Cushing for his earlier 
use of this method which Cushing had independ- 
ently worked out. 

The application of this clot-hastening quality 
of muscle grafts was limited to the field of brain 
and cord surgery for many years and has not 
yet been adopted to any degree by general sur- 
geons. Risley in 1917* published the results of 
experimental work in which he tried muscle, fat 
and fascia as hemostatic agents to control bleed- 
ing from parenchymatous organs. He found 
that both fat and fascia have hemostatic effects, 
but that muscle tissue was most effective. Ivis- 
ley recommended the use of muscle tissue to 
control bleeding in wounds of the liver, kidney, 
and possibly of the spleen. Liawen® discussed 
the use of muscle grafts as hemostatic agents in 
1912 and reported upon their use in two heart 
wounds in 1917. 


*Clute, Howard M.— Surgeon-in-Chief, II Surgical Service, 
Carney Hospital. For record and address of author see “This 
Week's Issue.”’ page 775. 


Further application in surgery of this 
hemostatic property of muscle came from the 
urologists. Thus Ciminata® in 1924 and Joseph‘ 
in 1931 used the principle in the control of 
bleeding from nephrotomy wounds. In 1934 
Ockerblad® published the results of experimental 
and clinical work in the use of viable muscle 
grafts for the control of bleeding from the par- 
enchyma of the kidney. This procedure of 
Ockerblad’s is new in that he uses viable muscle 
grafts rather than detached or dead muscle 
transplants as previous workers had done. He 
believes that maintenance of the blood supply 
in the musele graft reduces the danger of in- 
fection in the wound. 


Muscle grafts are not infrequently of great 
value to the general surgeon in the control of 
oozing in the operative field. It has been re 
peatedly demonstrated to me that troublesome 
bleeding may be readily stopped by the use of 
free muscle grafts. In my clinical experience 
it has seemed that bleeding is equally well eon- 
trolled by either a free or a viable muscle graft. 
When, therefore, a viable muscle graft is 
readily made, as in the bleeding from thyroid 
remnants, viable grafts are used. If, however, 
the bleeding comes from an area in which there 
is no adjacent muscle for transplantation, a 
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piece of free muscle has been used with equal 
success and with no later complications. 

Since my attention has been directed to the 
value of this method for the control of bleed- 
ing, numerous opportunities have arisen for its 
use. The first was in a patient with a very large 
and badly adherent pyonephrosis. During the 
course of the removal of this kidney the vena 
eava was torn. With considerable difficulty 
the hole in the vena cava was caught with a 
fine silk suture. This did not control the oozing 
and therefore a piece of muscle tissue was laid 
over the wound in the vein and held in place 
lightly with a suture. (Fig. 1.) This effee- 
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FIG. 1. Longitudinal tear in the vena cava in the course 
of nephrectomy. Silk sutures in the vein did not entirely 
contro! the bleeding. A smuall piece of muscle tissue lightly 
held in place gave complete control. 


tively controlled the bleeding and the patient 
made an excellent postoperative recovery. 


Bleeding from the eut surface of the thyroid 
gland may be very difficult to control. Usually 
this type of hemorrhage is readily managed by 
ligation of the superior and the inferior thy- 
roid arteries combined with the pressure made 
by folding the thyroid remnant over to the mid- 
line. Oceasionally the remnant of thyroid is so 
indurated that it cannot be folded over with 
sutures and the ooze cannot be readily con- 
trolled. It has been the practice in the past to 
control this persistent oozing by placing a ciga- 
rette drain down to the bleeding area. This. I 
believe, can be largely avoided by the use of 
both free and viable grafts of muscle tissue. 
The edges of the sterno-thyroid muscle are read- 
ily available for grafting into the remnant of 


thyroid gland. If they do not adequately and 


completely control the bleeding, small free 
grafts from the adjacent sternomastoid muscle 
can be placed over the thyroid remnant. 
(Fig. 2.) Usually one feels more secure if these 
grafts are held in place with fine catgut sutures. 
These grafts of muscle tissue have frequently 
made the field so dry that not even rubber dam 
drainage was necessary. No infection in these 
cases has been observed. 

In one instance a free muscle graft proved 
very useful in controlling the bleeding from a 
tear in the internal jugular vein. Here. of 
course, control of bleeding is easier than in tears 
of the vena cava and if need be, one can ligate 
the entire vein above and below the injury. 
In this case, however, the jugular was very large 
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FIG. 2. Tryroid remnants after 
voze persistently in spite of ligation of the major thyroid ar- 
ieries. The border of the sterno-thyroid muscie serves as a 
viable muscle graft to control bleeding. A free muscle graft 
is occasionally a necessary additional help and makes the use 
of packs ani drains unrecessary. 


thyroidectomy occasionally 


and the tear was low and partly under the clavi- 
ele. Silk sutures were placed in the wall of the 
jugular and reinforced with a free graft of mus- 
cle tissue. The result was entirely satisfactory. 


It is the experience of every abdominal sur- 
geon that large oozing areas occasionally are 
present following the removal of certain pelvic 
tumors. In a recent case the patient had a very 
large right-sided intraligamentous ovarian cyst 
in which there was malignant degeneration. 
Following its removal, persistent oozing arose 
from the layers of the broad ligament and the 
lateral wall of the pelvis. Attempts to eatch in- 
dividual bleeding points were unsatisfactory 
and the close proximity of the ureter made the 
procedure hazardous. Free muscle grafts were 


taken from the rectus muscle and laid in the 
bleeding area. (Fig. 3.) The peritoneum of the 
broad ligament was sutured over the bits of 
muscle and all bleeding was completely checked. 
Recovery was entirely uneventful. 
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Similarly, bleeding from the liver bed after 
cholecystectomy can be very neatly checked and 
large packs and drains avoided by the use of 
free muscle grafts. I have had no personal ex- 
perience with the use of muscle tissue in rup- 
tures of liver tissue, but both clinical and ex- 


FiG. 3 Tronklesome bleeding in the pelvis not infrequently 
follows the removal of adherent tumors. Ties and ligatures 
may endanger the adjacent ureter. A free muscle graft will 


otten serve acmirably to control the oozing. 


perimental evidence is at hand as to its useful- 
ness in such cases. 

It has been demonstrated by Ockerblad and 
others in animal experiments that viable muscle 
grafts are sufficient to control the bleeding from 


an extensive nephrotomy wound. There may, 
no doubt, be occasional clinical situations where 
such a wound must be managed by this means, 
but these occasions will probably be rare. Usu- 
ally the surgeon will insist that the control of 
the major portion of the bleeding in any oper- 
ative field shall be by the orthodox methods al- 
ready in use and only supplemented by the use 
of muscle grafts. Certainly in general surgery 
it would appear that the most helpful place 
for the hemostatic action of muscle grafts is 
in the small persistent ooze that defies control 
from the usual snap and tie method. Here it 
has a great deal of value and a field of applica- 
tion much wider than has previously been used. 
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AMEBIASIS IN A RURAL COMMUNITY* 


BY FRANK H. CONNELL, PH.D.t 


N discussing amebiasis, one finds himself im- 

mersed in a subject where loose use of ter- 
minology has been the rule rather than the ex- 
ception. It will be time well spent, I believe, 
if we take a few minutes to define our terms, 
that we may all speak the same language. 


As Craig (1934) points out, the term ‘‘amebi- 
asis’’ really means an infection by any of the 
six species of amebae known to infect man. 
**Clinical amebiasis’’ on the other hand, means 
the invasion of the tissues of man by patho- 
genic or disease-producing amebae. The only 
ameba which actually invades tissues is End- 
ameba histolytica. This invasion usually occurs 
in the mucous membrane of the large intestine, 
or much more rarely, through the lower portions 
of the small intestine. 


*Read at the Annual Meeting of the New Hampshire Medical 
Society at Manchester, N. H., May 7, 1935. 


+Connell, Frank H.—Assistant Professor Parasitology, Dart- 
mouth Medical School. For record and address of author see 
“This Week’s Issue,’”’ page 775. 


The symptoms of such infections vary all the 
way from slight digestive disturbances to the 
most severe symptoms of amebice dysentery and 
liver abscess. 

By the term, ‘‘amebie or tropical dysentery’”’ 
is meant a bloody, mucoid diarrhea, caused by 
Endameba histolytica, as one of the manifesta- 
tions of amebiasis. This is a most unfortunate 
choice of name. It has led to a confusion of 
ideas. In the first place, dysentery is only one 
of the many symptoms of amebiasis and a rare 
one at that. In the second place, amebiasis is 
not limited to the Tropics. The first recorded 
ease, described by Loesch in 1875, was from 
Leningrad. 

Let us consider the symptoms of amebiasis 
only in a very general way. My real purpose 
today is to acquaint you with the methods used 
in finding amebae, and to indicate their inci- 
dence in this region. 

Dr. French is much more experienced in the 
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manifestations of amebiasis than I and it is 
to him that I refer you for a more detailed ac- 
count of Clinical Amebiasis. 


Let me impress upon you that no one can 
carry the amebae without harm. It is impos- 
sible for Endameba histolytica to live except at 
the expense of host tissues. While considering 
the symptoms arising from amebiasis, let us 
keep always before us the fact that here, as in 
all parasitic infections, we have essentially a 
host-parasite relationship, the parasite living, not 
wilfully, but of necessity, at the expense of its 
host; and the host, using all means within its 
power to destroy or adjust itself to its unwel- 
come guest. 

The appearance of clinical symptoms is, then, 
indicative of the direction in which the tides of 
battle are running. When the host is strong 
and healthy, repairing the damage as fast as it 
is made, a carrier condition results for the dura- 
tion of which normally formed stools are passed, 
which contain thousands of the infective cysts 
of the ameba. Truly healthy carriers are very 
rare, as most infected persons, well over fifty 
per cent, show some symptoms. 

As listed by Craig, such symptoms include ab- 
dominal pain, abdominal distention, constipation, 
diarrhea, disturbances of appetite, loss of weight, 
headache, sleepiness, poor memory, muscle 
aches, nervous irritability, fever, poor cireula- 
tion, sallow skin. It is this carrier condition 
which occurs most commonly in our latitude. 
For some reason, unknown to us, dysentery is 
more common in tropical countries than here. 
Symptoms appear, on the average, about one 
hundred days after infection, but amebae can 
usually be demonstrated in stools within ten 


days after infection. 


There are three methods by which amebae 
may be demonstrated in feces; by culture, by 
concentration or by direct microscopic examina- 
tion. Choice of methods depends largely upon 
conditions. If but one specimen can be ex- 
amined, the culture method is undoubtedly the 
best, revealing, as it does, about ninety per cent 
of all infections in any given group after one 
examination. Examination of one specimen by 
the concentration technique will usually uncover 
about seventy per cent of the infections, while 
a single examination by the direct microscopic 
method reveals only about forty per cent of the 
infections in any one group. 


In my opinion, diarrheic stools which con- 
tain only motile amebae, should be examined 
whenever possible by both the culture and direct 
microscopic methods. In cases where formed 
stools are being passed, we feel that one method 
is as good as another, if there is no limit upon 
the number of stools that can be obtained, or 
the amount of time that can be expended upon 
such work. One must keep in mind that eneyst- 


ment seems to be of a cyclical nature; that 
thousands of cysts per gram of feces may be 
passed on one day and a very, very few on the 
next. If but a single examination can be made, 
we must then adapt our methods to the stool in 
order that the infection may not be missed if the 
cysts happen to be few in number. 

The most important thing for clinicians to 
remember is that diarrheic stools should be 
examined almost immediately and formed 
stools as soon as possible, preferably within 
twenty-four hours. It may be of interest to 
you that in the handling of dysenteric stools, 
there can be no real danger of acquiring an 
amebie infection, as such stools contain only 
active or motile amebae, which are unable to 
pass the stomach. The mature infective cysts, 
found only in formed or semi-formed stools, are 
resistant to all ordinary germicides for consid- 
erable periods of time. The only adequate pro- 
tection against them which has been found 
thoroughly practicable is a prolonged and thor- 
ough drying of the hands. Desiceation is 
one condition that cysts cannot stand. Ten 
minutes’ use of a mechanical dryer will appar- 
ently kill cysts effectively. 

The distribution of the causative organism of 
amebie dysentery, Endameba histolytica, is 
world-wide. Wherever men have looked for it, 
it has been found. The incidence is higher in 
unsanitated regions. The incidence varies among 
different classes of people, depending upon op- 
portunity for infection, being highest among 
people of low economic status, travelers, and 
those living in institutions. 

Picked at random from the literature, we find 
the incidence in Java to be twenty-three per 
cent; New Zealand, eleven per cent; the Med- 
iterranean region seventeen per cent; Peking 
twenty per cent; England nine per cent; food 
handlers in Leningrad thirty-six per cent; Mor- 
oceo forty per cent; house servants, Haiti fifty 
per cent, Yucatan twenty per cent, United 
States about ten per cent. 

During the past three years, I have had the 
opportunity to make fecal examinations on six- 
ty-three persons, living in and around Hano- 
ver, most of them patients of Dr. Harry French. 
In addition, during the past semester, I have 
been attempting a survey of the seven hundred 
Dartmouth freshmen, in order that men bring- 
ing amebiasis to the college community might 
be discovered and treated, protecting them and 
their classmates from the infection. I had 
hoped to lay before you today the results of 
that survey complete. Making, as we did, a 


permanent slide for direct microscopic exam- 
ination from each of two specimens from each 
student, the work of the survey thus entails the 
examination of some fourteen hundred slides. 
To date, I have finished half of them. The fig- 
ures which I am about to show you are those 
of infections found in that part of the survey 
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now completed, plus a certain number found in 
the rest of the class while destaining slides. 

In this work we have had the complete codp- 
eration of Dr. Howard Kingsford, the Medical 
Director of the College, and Dr. Harry French, 
who has treated all carriers. Without their 
help the survey would have been useless from 
a practical viewpoint and impossible of comple- 
tion. I also wish to acknowledge about one 
thousand hours of technical assistance from 
students made possible by federal aid under the 
FERA. 

Following are the preliminary results of our 
survey : 


TABLE 1 


Townspeople examined since records were started 63 
Infected With Endameba NisStolytiCa 
Endameba coli 7 
Endolimax nana 3 
Dientameba fragilis 1 
Giardia lamblia 2 
TABLE 2 
Students to be Examined (See€ above) TOO 
Infections with: 
Endameba histolytica 6 
Endamehba coli 76 
Endolimax nana 59 
Iodameba 2 
Giardia 14 
Liver Flukes (Clonorchis) 1 
Whip worm 2 


CONCLUSIONS 


In addition to its practical aspects, the find- 
ing of infections among students, the purpose of 
our survey is to show the value of routine fecal 
examinations in hospitals and other institutions, 
and to reiterate, what we all know, that amebia- 
sis is not limited to the Tropies, and that ear- 
riers of amebae sit among us in this room. 

In spite of articles in our journals, the de- 
tection of amebic infection remains the province 
of trained microscopists. The average plivsi- 
cian has neither the time for the constant prac- 
tice nor the equipment necessary to make ac- 
curate fecal examinations in an economical 
fashion. 

REFERENCE 


Craig. C. F.: (1935) Amebiasis and Amebic Dysentery, Thomas, 


Baltimore 


DISCUSSION 


PRESIDENT LorD: I wish to thank Dr. Connell for 
his fine paper. I will now call upon Dr. Norman W. 
Crisp of Nashua to discuss this paper. 


Dr. NorMAN W. Crisp: Mr. President, Ladies and 
Gentlemen—tThere is no question but that this paper 
represents much work. Just the fact of his men- 
tion of 1400(?) stools is enough to scare most 
anybody. 

There have been papers in the literature for 
years concerning the occurrence of amebic dysen- 
tery in the north temperate zones, but it is only 
since the recent Chicago epidemic that the doctors 
have been active. If statistics are right as to the 


incidence of the disease in the United States of five 


to ten per cent, there is more potential danger than 
we have figured. 

Diarrhea and the symptoms described by Dr. 
Connell should cause us to search for the parasite, 


for the diagnosis rests upon the identification of 
that parasite. Unfortunately, only a_ relatively 


few people are competent to identify the Endamoeba 
histolytica. 

In the south, proctoscopic examination and recov- 
ery of the ameba from the base of the ulcer consti- 
tute the routine procedure of choice over stool ex- 
aminations. The punched out, discrete ulcers, espe- 
cially at the valve margins, are pretty suggestive of 
amebic ulcerations. 

The mucosa between the ulcers is normal. Such 
is not the case in that loathsome disease, chronic 
ulcerative colitis, caused by the diplococcus of Bar- 
gen. 

Amebic colitis does not give diagnostic roentgen 
characteristics. X-ray will, however, rule on the 
presence er absence of other types of colitis and 
carcinoma. 

There is a satisfactory complement-fixation test 
(Craig), but the antigen is too hard to prepare to 
permit of practical use. When such a test becomes 
practical, our problem in diagnosis will be easier. 

The response of this disease to treatment is usu- 
ally rapid and fairly good. Surgical drainage of 
liver abscesses is infrequently necessary. The uni- 
versal treatment is, of course, emetine and arsenic. 

The importance of differential diagnosis, from 
acute conditions in the abdomen, hardly needs to 
be mentioned. Yet in a recent epidemic, all the 
fatal cases of amebic dysentery had been oper- 
ated upon. This disease is another straw for us to 
carry in our thoughts. 


PRESIDENT Lorp: I will call upon Dr. Harry T. 
French of Hanover to continue this discussion on 
Dr. Connell’s paper. 

Dr. Harry T. Frencn: Mr. President, Ladies and 
Gentlemen—This survey of Dr. Connell’s is very 
timely, in view of the Chicago epidemic of 1933, in 
which something like eight hundred cases of amebic 
dysentery developed, with seventy deaths reported 
from those cases. 

There are probably at least six cases that show 
no symptoms to one that does, it means that the 
number of cases from the Chicago infection is prob- 
ably several thousand rather than eight hundred. 

The survey of the United States, as Dr. Crisp and 
Dr. Connell pointed out, shows an incidence of any- 
where from five to ten per cent of amebic carriers. 
And these carriers pass cysts that are thick-walled 
and very resistant to any method of killing. They 
are resistant to heat and to practically all of the 
chemical disinfectants, and they will live for long 
periods where conditions are favorable. 

In the Chicago epidemic, we know that the spread 
was probably due to a water-borne infection, due to 
contamination, and with that the contamination of 
the food supplies. It is possible that it was also 
spread through the food handlers, as a survey showed 
several hundred of the food carriers in Chicago 
were infected with the disease. 

As Dr. Connell has pointed out, there is a danger 
in the spread of this disease, and the contagion 
comes not from the acute dysentery cases, as prac- 
tically no cases will result from these people, but 
from carriers. 


The treatment that we used in connection with the 
carriers we found in the college group was car- 
basone given in 0.25 Gm. doses twice a day, with 
intramuscular injections of one-half grain of eme- 
tine twice daily until ten grains had been given. 
This treatment produced stools that were free from 
the cysts and amebae, and have continued to re- 
main free in further tests. 
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There is one danger that I think should be spoken NURSES 


of in connection with the use of emetine. It is apt, 
in overdoses, to produce peripheral neuritis and in- 
volvement of the heart muscles, leading to fatalities. 

Another thing in connection with emetine in acute 
cases is that not a sufficient amount of it will be 
given to clear the case entirely, and the infection 
may become resistant to the action of emetine. It 
is not a good drug on which to rely in the treatment 
of carriers for this reason. 


MISCELLANY 


PERSONALS 


Dr. and Mrs. Clifton S. Abbott arrived in New 
York, July 18, after a trip of several weeks in 
Europe. During their trip they visited Lisbon, 
Gibraltar, Algiers, Palerma, Naples, Rome, Venice, 
and climbed the Jungfrau in Switzerland before go- 
ing on to Lucerne and Paris. ; 

Dr. Robert J. Graves of Concord was elected 
President of the New Hampshire Surgical Club at 
the thirty-eighth annual convention held at the Far- 
ragut House, Rye Beach, September 7. 

Dr. and Mrs. Wallace H. Tarbell of Contoocook 
have recently returned from a two weeks’ vacation 
on Cape Cod. 

Dr. Clarence E. Butterfield of Concord is con- 
valescing from a recent operation. 

Dr. Charles W. Adams of Franklin was recently 
elected Chairman of the Central New Hampshire 
Savings Bank Association. This election automati- 
cally makes him Vice-President of the New Hamp- 
shire Savings Bank Association. 


HOSPITALS 


The annual drive for the benefit of the Memorial 
Hospital in Conway was held August 15 to 18 in- 
clusive. 

Nearly 400 persons, including several from Massa- 
chusetts, Maine, and other New England states, 
were conducted August 8 on an inspection tour of 
the Laconia Hospital, the Nurses’ Home and the 
“Cottage” purchased by the hospital two years ago 
and within recent months entirely renovated for 
use as an annex to the Nurses’ home. Dr. Melba 
Stewart-Perley, roentgenologist and pathologist at 
the Laconia Hospital, took the visitors through the 
laboratory, x-ray and treatment ‘rooms. 


MEETINGS 


Members of the State Board of Welfare and Re- 
lief met with physicians of Belknap County Wednes- 
day, July 18. Representative Allan M. Wilson, 
Chairman of the Board, discussed with the mem- 
bers the subject of medical charges in the county. 

The annual meeting of the New England Surgical 
Society was held at Manchester on Friday, Septem- 
ber 27, and Saturday, September 28. Operative 
clinics took place at the Elliott Hospital and scien- 
tific papers were given in the ballroom of the Hotel 
Carpenter which served as headquarters during 
the meeting. The annual dinner was held on Fri- 
day evening at the Manchester Country Club. 


The quarterly meeting of the New Hampshire 
Graduate Nurses Association was held at the Elliot 
Community Hospital, Keene, N. H., September 11. 
Dr. Hugh Galbraith of the New Hampshire State 
Hospital spoke before the League of Education sec- 
tion on “Mental Hygiene from the Viewpoint of the 
Nurse.” Mr. James Hamilton, Superintendent of 
the Mary Hitchcock Hospital in Hanover, addressed 
the general session on ‘‘Group Hospitalization.” 


CLINICS 


A Committee has been formed to start a Birth 
Control Clinic which will be called Concord Ma- 
ternal Health Center. It was hoped that this would 
be started about the first of October. The purpose 
of this clinic is to assist those financially unable to 
have private physicians. Dr. Ursula Sanders is 
President. The other doctors serving with her are 
Robert O. Blood, Warren Butterfield, Carl H. Dahl- 
gren, Thomas M. Dudley, Donald G. MclIvor and 
James W. Jameson. 


RECENT DEATHS 


SPEAR—FRANKLIN E. Spear, M.D., practicing phy- 
sician in Woodsville, N.H., for twenty-one years, 
died after a short illness, on September 5, 1935. 

Dr. Spear was born July 18, 1873, in Charlotte, 
Vermont. He attended the academy at Shelburne, 
Vt., and then the University of Southern California. 
He secured his medical degree at the University of 
Vermont and did postgraduate work at the Mayo 
Clinic. He first practiced in Lisbon, N. H., and then 
moved to Woodsville where he enjoyed an extensive 
practice until the time of his death. 

On June 27, 1907, Dr. Spear married Maude Wil- 
math Gibson, who survives him together with two 
sons, Franklin E., of Washington, D. C., and Edgar 
G., of Woodsville. He is also survived by five 
brothers. 

Dr. Spear was a member of the American Medical 
Association, New Hampshire and Grafton County 
Medical Societies and the New Hampshire Surgeons’ 
Association. He was also a member of the Con- 
gregational Church and of the American Legion. 
During the World War he volunteered for service 
and was appointed first lieutenant in the Medical 
Corps, September 13, 1918. On November 9, he en- 
tered service at Camp Greenleaf, Fort Oglethorpe, 
Ga., with Co. 12, 3rd Battery, and received his dis- 
charge December 21, 1918. 


GARLAND—WILLIAM R. GARLAND, M.D., one of the 
leading physicians and surgeons of that section, 
died at his home in Plymouth, N. H., on June 5, 
1935, after a long illness. 

Dr. Garland was born on March 22, 1865, a son 
of George Ww, and Eliza (Batchelder) Garland, at 


Thornton, N. H. He received his early education 
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in the public and high schools of Plymouth and | 
Holderness, later attending the New Hampton Insti- 
tute and graduating from that school in 1883. He 
then attended Dartmouth Medical School, graduat- 
ing in 1885. He took postgraduate courses at Bos- 
ton and San Francisco. 

He began his practice in Lancester, remaining 
there but a short time. He then removed to Camp- 
ton where he remained until 1895. At that time he 
went to Plymouth, opened a new office and began 


building up what proved to be a successful practice. 


He served as medical referee for Grafton County 
for a time and was president of the Plymouth Hos- 
pital Association. 

He held membership in the American Medical As- 
sociation, New Hampshire Medical Society, Grafton 
County Medical Society, Eastern Society of Anes- 
thesia of New Hampshire, International Anesthesia 
Research Society and was a contributing member 
of Current Research in Anesthesia and Analgesia. 

Besides his widow, he is survived by a daughter, 
Mrs. Maurice Morrill, of Bristol. 
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CARCINOMA OF THE BREAST IN NEW HAMPSHIRE* 
A Preliminary Report 


BY JOSEPH C., DONCHESS, M.D.+ 


peeps T breast tumors have received 
an increasing amount of attention in recent 
years. Great progress has been made in the 
stimulation of propaganda to the laity for the 
purpose of bringing early lesions to the fore- 
ground. However, since extensive tumor masses 
of the breast with metastases still come into our 
hospitals, one may frankly conclude that our 
education of the laymen and even of some 
physicians is still far from efficient. MacCarty' 
states that carcinoma is certainly not being diag- 
nosed early despite the repeated pleas of sur- 
geons and the campaigns of various medical as- 
sociations. Any work, therefore, however small, 
that is dene to inform and to safeguard the pa- 
tient adds to the impetus which may eventually 
decrease the death rate toll in carcinoma of the 
breast. That this painstaking effort on the part 
of many authors can and should show good re- 
sults is borne out in the fact that early, small 
lesions without metastasis give 96 per cent cure 
when these tumors are completely removed sur- 
gically?. 

The role of the pathologist goes hand in hand 
with that of the surgeon. Some lesions even 
when grossly exposed may look perfectly harm- 
less, while under the microscope they may have 
potentialities of a highly malignant tumor. It 
is not uncommon to find a small mass in the 
breast which may show extensive metastasis. 
Consequently one may conclude that no tumor, 
however small, should be disregarded by the 
physician or surgeon without excision and 
biopsy. 

In this report, which includes all breast tu- 


*Presented at the Thirty-Seventh Semi-Annual Meeting of the 
New Hampshire Surgical Club in Manchester, N. H., April 23, 
1935. 

From the Department of Pathology, Dartmouth Medical School, 
Hanover, N. H 


+Donchess, Joseph C.—For record and address of author see 
“This Week’s Issue,’’ page 775. 


mors sent to the Pathological Laboratory at 
Hanover from 1898 until July 1934, there were 
1728 specimens of which 810 were malignant 
and 918 benign. Each slide available was care- 
fully examined under the microscope. It was 
remarkable to note the preservation of the cellu- 
lar structure and color stain of slides nearly 
thirty-seven years old. Perhaps, at this time, it 
would be well to honor and give credit to Dr. 
H. N. Kingsford whose diligent work made this 
report possible. Breast tumors were sent in from 
many towns throughout the State of New Hamp- 
shire. Data concerning each individual case 
were incomplete in many instances and for this 
reason the present report includes only those 
data presented in the three tables to which we 
shall refer later. 


An attempt was made to divide the cases of 
carcinoma of the breast into three groups in ac- 
cordance with their histological structure re- 
garding differentiation, namely, carcinoma sim- 
plex, adenocarcinoma and colloid carcinoma 
(see table 1). Tumors which showed the pres- 
ence of solid masses or cords of cells without 
the presence of definite glandular formation are 
classified as carcinoma simplex. In this group 
were included all gradations between scirrhous 
and medullary types. Scirrhous and medullary 
carcinoma, as reported in the literature, occur in 
about equal proportions. No definite dissimilar- 
ity has been established between the two types 
concerning metastasis or prognosis, except at . 
extremes of classification. Some investigators. 
believe a soft cellular mass recognized as medul- 
lary tumor is potentially more malignant than 
one of more firmness and fibrosis. Greenough*® 


and Haagensen* have shown that fibrosis, hyal- 
inization and lymphocytic infiltration have no 
relation to prognosis in breast carcinoma. Many 
discrepancies by various men have arisen from 
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the fact that very often a specimen may well be 
placed in the medullary or the scirrhous group 
depending on the observers’ viewpoint. Grossly 
carcinoma simplex may be a small or large le- 
sion; it may be freely movable or adherent to 
the skin or thoracic cage. Not uncommonly 
there may be bleeding of the nipple and in some 
eases retraction of the nipple with or without 


and ducts while ten cases were purely ductal in 
type. The average age of the acini-duct type 
was found to be 54.2 years and for the ductal 
type 58.2 years. The youngest age for both 
types was thirty-six years. 

The average duration of the tumor mass be- 
fore operation for the first group was 9.25 
months and for the ductal type 7.7 months. 


TABLE 1 
MALIGNANT TUMORS OF THE BREAST 


Cases Num- Aver- Old- Young- 
ber age est est 
of Age Age Age 


Cases (Yrs.) (Yrs.) (Yrs.) 


Average Duration of Tumor 
Duration Mass (5 Yrs. or More 
of Tumor Not Included in 
(Mos.) Average Duration) 
No. No. No. No. 
3-5 6-10 11-15 16-25 


Classified Group 


Carcinoma Simplex 
(Acinar and 


9.25 Mos. 23 8 5 1 


(1 Wk.- 24 Mos.) 


7.7 Mos. 
(1 Wk. - 23 Yrs.) 


9.3 Mos. 
(1 Wk.-24 Mos.) 


26.3 Mos. 


Unclassified Group 


Ductal Type) 746 54.2 88 36 
Carcinoma Simplex 

(Ductal Type) 10 58.2 71 36 
Adenocarcinoma 25 54.7 7a 24 
Colloid or Gelatinous 

Carcinoma 3 58.0 88 42 
Papillary Cystadenoma, 

Malignant 12 55.0 77 35 
Fibrosarcoma 5 49.0 62 30 
Paget’s Disease 48.5 57 40 
Basal Cell Carcinoma 34.0 
Epidermoid Carcinoma 

of Nipple 69.0 
Epidermoid Carcinoma 

of Sweat Gland Type i 44.0 
Angiosarcoma 1 10 Mos. 
Lymphoblastoma 
Hemangio-endothelioma i 7 Mos. 

(Male) 


ulceration of the skin. On _ section either 
glandular or fibrous tissue predominates. Al- 
most always foci of degenerative necrosis are 
noted. Metastasis may occur very early or late. 
Lesions in the upper inner sector of the breast 
may involve the supraclavicular and mediastinal 
glands before they involve the axillary lymph 
nodes, in which case expectancy of cure is hope- 
less. Shields Warren and Witham® have shown 
that metastasis occurs twice as frequently in the 
distant as it does in the regional nodes. 


The diagnosis of carcinoma simplex was made 
in 756 eases, 746 of which involved both acini 


6.9 Mos. 
(1 Wk.-12 Mos.) 


6.25 Mos. 
(3 Wks.-12 Mos.) 


22.3 Mos. 


16 Mos. 


Thirty-six cases carried a mass three to fifteen 
years, while one had the mass twenty-five years 
before operation. From this, one might sur- 
mise that a benignancy eventually developed 
malignant transition. 


In the next group, that more highly differen- 
tiated than carcinoma simplex, were placed the 
adenocarcinomas, which showed at least one- 
fourth of new growth with definite alveolar or 
glandular arrangement. There is a variable 


amount of stroma found in adenocarcinoma. 
Grossly, this tumor may not be unlike earci- 
noma simplex, but on section adenocarcinoma 
usually appears more eellular. 


Metastasis is 


| 
2.5 Wks. 
1 Mo. 
7 | 
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later than that of carcinoma simplex, thereby 
indicating a better prognosis. The secondary 
glandular involvement in this tumor frequently 
shows an absence of alveolar arrangement. 

Only twenty-five of our cases were classified 
as adenocarcinoma. The average age was 54.7 
years, the youngest was twenty-four years of 
age. The average duration of the tumor mass 
was 9.3 months. 

In the third group were placed the highly dif- 
ferentiated group of colloid or gelatinous earci- 
noma, which is recognized by the secretion of 
a great amount of mucinous material. Grossly 
the local lesion is usually large and on section 
shows a variable amount of clear jelly-like ma- 
terial. Metastasis is usually late, the prognosis 
being much better than in either of the first two 
groups. This tumor occurs in a small percent- 
age of all eases. Lee, Hauser and Pack® found 
eolloid carcinoma occurs in about 1 per cent to 
2 per cent of all carcinomas of the breast. 

In this series three cases or 0.3 per cent of 
all malignant tumors were classified as colloid 
earcinoma. The average age was fifty-eight vears 
and the average duration of the tumor mass was 
26.3 months. 

In addition to these groups there were twenty- 
six eases that could not be classified (see table 
1); these included: (1) malignant papillary 
eystadenoma, twelve cases; (2) fibrosarcoma, 
five cases; (3) Paget’s disease, three cases; (4) 
basal cell carcinoma, one ease; (5) epidermoid 
earcinoma of nipple, one case; (6) epidermoid 
carcinoma of sweat gland type, one case; (7) 
angiosarcoma, one case; (8) lymphoblastoma, 
one case; and (9) hemangio-endothelioma, one 
case. 


No attempt was made in this study to grade 
these malignant breast tumors. Hansemann’s‘’ 
conception of anaplasia expressed in 1902 insti- 
tuted the modern trend of grading tumors ae- 
cording to their degree of malignancy. Broders® 
was one of the first to attempt a system of grad- 
ing. Greenough® and more recently Haagensen‘ 
have made extensive studies in an attempt to 
grade tumors of the breast in accordance with 
prognosis. The grades of low, medium and 
high were selected. Their statements and re- 
ports show that there are so many sources of 
possible inaccuracies that at best. any system 
of grading of breast tumors by the degree of 
anaplasia is roughly an approximation and is of 
no practical value in determining prognosis. 
Plaut®, Reimann’? and Shields Warren® are of 
the opinion that histologic characteristics of the 
breast carcinoma are of little or no prognostic 
significance. Some observers believe that when- 
ever a breast tumor shows a large number of 
abnormal mitotic figures, metastasis is more 
rapid and the prognosis very poor. In general, 
the less differentiated carcinoma simplex is 
more grave than adenocarcinoma or colloid car- 
cinoma. 


The number of right breasts is equal to the 
number of left breasts involved. That frequency 
of malignancy is more apparent in females whose 
breasts have never been nursed is evident in a 
report of Daland'! who found seventy-one out 
of eighty-three carcinomas occurring in ‘‘un- 
used breasts’’. Incidentally, the American In- 
dian'* shows no trace of carcinoma of the breast. 

Radical surgical excision offers the treatment 
of choice of breast carcinoma. ‘‘Conservative’’ 
operations, such as simple radical amputation, 
on early cases yield better results than extensive 
operation on well-advanced cases. Five year 
cures with lymph node involvement average 
about 26 per cent to 46 per cent with different 
observers, while five year cures without lymph 
node involvement average about 71 per cent. 
Harrington and Judd’* report 55 per cent of 
their eases without node involvement living ten 
years after operation. Some authors report 
twenty or more year cures. We have one pa- 
tient living twenty years after operation. Dif- 
ferent authors report 40 per cent to 80 per cent 
lymph node involvement at time of operation. 
Involved nodes may not always be palpable 
through the axilla, and likewise, enlarged nodes 
do not always indicate metastasis. 

Prognosis of carcinoma in the young is about 
the same as in those of the middle age’*: '5. Av- 
erage life expectancy of untreated eases is three 
years. 

Every breast tumor, however benign it may 
seem to the examiner, should be regarded as 
malignant until proved otherwise. 

In this group there were 918 benign lesions 
or 53.2 per cent (see tables 2 and 3), which 
only slightly exceeded the malignant tumors 
which was 46.8 per cent. These were divided 
into four major groups: (1) fibro-epithelial 
tumors 266 cases; (2) hyperplasia and fibrosis 
367 cases; (3) chronic inflammation 271 cases; 
and (4) non-indigenous tumors 4 cases. 

Benign tumors not uncommonly develop ma- 
lignant traits. Not infrequently one sees tran- 
sition of fibro-adenoma to malignant fibrosar- 
coma; also, intraductal papilloma are believed 
to develop into malignant papillary eystadenoma. 
Tietze’® and J. C. Warren” believe that carei- 
noma develops in 10 per cent of cystic disease 
of the breast. Dietrich'® found 233 eases of 
eystie fibrosis in 500 cases of cancer of the 
breast. 

In this series of tumors were included twelve 
cases of male breast tumors ten of which were 
benign and two malignant. The latter included 
one case of carcinoma simplex and one case of 
hemangio-endothelioma in an eleven months’ old 
child. The remaining lesions were all of the 
female mammary gland. 


SUMMARY AND CONCLUSION 


1. A study of a group of breast tumors oc- 
curring over the past twenty-six years in the 
State of New Hampshire was made. 


One thou- 
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TABLE 2 


BENIGN TUMORS OF FEMALE BREAST 


Num- Aver- Old- Young- Average Duration of Tumor 
ber age est est Duration Mass (3 Yrs. and Over 
of Age Age Age of Tumor Mass Not Included in 

Cases (Yrs.) (Yrs.) (Yrs.) ( Mos.) Average Duration) 

No. No. No. No. 
3-5 6-10 11-15 16-30 
Yrs;.. Yre: Yrs. Yrs. 
Fibro Epithelial Tumors 
(Fibrous Type) 
Intracanalicular 
Fibro-adenoma 153 34.1 70 16 6.3 Mos. 6 5 2 
(1 Wk.-2 Yrs.) 
Pericanalicular 
Fibro-adenoma 34 31.8 68 10 9.2 Mos. 1 2 1 
(1 Wk.-2 Yrs.) 
Intra and Pericanalicular 
Fibro-adenoma 35 30.0 44 18 8.2 Mos. 3 
(1 Wk.-2 Yrs.) 
Fibro-adenoma 3 38.0 53 23 2 Wks. 
Fibroma 14 47.2 79 14 6.3 Mos. 2 
(3 Mos.-1 Yr.) 
Myxofibroma 1 24 
Fibro Epithelial Tumors 
(Epithelial Type) 
Adenoma 18 38.1 76 25 9.6 Mos. 
(2 Wks.-2 Yrs.) 
Adenocystoma 2 53.5 63 44 (1-3 Wks.) 
(1-3 Yrs.) 
Papillary Cystadenoma. 
Benign 5 35.4 65 30 1.6 Mos. 
(1 Wk.-3 Mos.) 1 
Intraductal Papilloma 1 62 (6 Wks.) 
Hyperplasia and Fibrosis 
Hyperplasia 10 48.1 77 21 10 Mos. 
(1 Mo.-2 Yrs.) 
Hypertrophy 4 19 13 ie 4 
Chronic Cystic Mastitis 214 42.9 72 2 3.86 Mos. 6 2 2 
(i Wk.-=2 Yred 
Fibrosis, Local 118 41.1 75 20 6.8 Mos. 2 1 1 
(1 Wk.-2 Yrs.) 
Fibrosis, Diffuse 21 $14 47 4 20.9 Mos. 1 1 
(2 Wks.-2 Yrs.) 
Chronic Inflammation 
Chronic Mastitis 206 38.9 81 3 8.2 Mos. 2 
(1 Wk.- 23 Yrs.) 
Chronic Suppurative 
Mastitis 8 37 51 23 2.5 Mos. 
(6 Wks.-4 Mos.) 
Abscess with Chronic 
Inflammation 13 41.3 62 23 4.4 Mos. 1 2 
(2 Wks.-2 Yrs.) 
Simple Retention Cyst 34 41.9 69 17 5.55 Mos. 
(3 Wks.-2 Yrs.) 
Heniatoma 3 73 7 Mos. 
Hemorrhagic Cyst 1 35 
Traumatic Fat Necrosis 2 49 1 1-4 Yrs. 
1-4 Wks. 
Tuberculosis 4 73 40 6 Mos. 
Non-Indigenous 
Lipoma 2 59 44 4 Yrs. 
Lipomatosis 2 72 54 3 Wks. 
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TABLE 3 
BENIGN LESIONS OF THE MALE BREAST 
Cases Number Oldest Youngest Duration 
of Age Age of Tumor 
Cases (Years) (Years) Mass 
Intracanalicular Adenofibroma 1 
Papillary Cystadenoma, Benign 1 78 5 yrs. 
Hyperplasia, Ducts 2 70 13 6 mos. 
Chronic Cystic Mastitis 1 25 2 yrs. 
Fibrosis, Local 3 62: 23 6 mos. 
Gynecomastia 1 16 
Chronic Mastitis 1 31 


sand seven hundred and twenty-eight specimens 
were examined of which 810 were malignant and 
918 benign. 

2. The malignant tumors were classified ac- 
cording to their differentiation into: 1. Colloid 
earcinoma. 2. Adenocarcinoma. 3. Carcinoma 
simplex. 

3. No attempt was made to grade these tu- 
mors for this report. 

4. Benign lesions were briefly discussed and 
presented in outline form. 

5. Only twelve of the lesions occurred in the 


male breast. 
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18. ihre Erkennung 


CONTINUED REEDUCATION OF THE 
PHYSICIAN 


From time to time legislative measures have been 
proposed requiring periodic examinations of prac- 
ticing physicians and surgeons, the purpose being 
to determine by some form of qualifying procedure 
whether the practitioner had kept apace with the 
continued progress of medical knowledge. That 
such a requirement would be difficult of operation 
is obvious, as it would entail the establishment of spe- 
cial examining boards capable in each instance of 
properly fulfilling the functions of such qualification. 

It is therefore fortunate that the medical profes- 
sion has assumed as its obligation the continued 
postgraduate education of the physician. The organ- 
ization of medical societies and the spread of medi- 


cal journalism have been important factors in this 
process of reéducation. With increasing facilities 
of transportation, graduate courses have been de- 


veloped at nearby medical schools and, through the 
medium of extension courses, postgraduate instruc- 
tion has been made available for practicing physi- 
cians without seriously interfering with their regu- 
lar practice. ... 

It is to be hoped that the tendency toward spe- 
cialism in the future will be confined to physicians 
who conform to such preparation and qualification 
as will justify their certification as specialists. The 
real need of this day is the properly trained family 
doctor who shall be able to care for the 85 per 
cent of all illness that does not require the service 
of the specialist in a limited field. For the family 
Goctor of the twentieth century the refresher 
courses that are arranged convenient to his terri- 
tory will have a special appeal. The real attraction 


of a medical career at all times has been the urge 
and opportunity for continued study, and it is this 
quality that truly exemplifies the ideal practitioner 
of medicine.—Federation Bulletin, September 1935. 
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EVOLUTION OR REVOLUTION* 


BY ROY J. WARD, M.D.t 


NE hundred and forty years ago next month 

Dr. Babbitt gave the first of the annual ora- 
tions before this Society. Since that time many 
distinguished men have appeared as orators and 
it is with considerable trepidation that I at- 
tempt to occupy a role with such company. The 
subjects, which have been discussed during these 
one hundred and forty years, have varied much. 
Many of them were about the social relations of 
the physician to the community. Some were 
epoch-making in meeting the medical problems 
of the day; others have been historical in nature 
and, had they been preserved, would have been 
a veritable mine of information for the future 
historian of Worcester County medicine. 


Since the appearance of the report of the 
Committee on the Costs of Medical Care there 
has been the most acrimonious debate, on a 
purely professional problem, which has been 
noted for many a generation. In fact the physi- 
cian, in his relationship to social welfare, has 
been, so to speak, ‘‘put on the spot’’. 

Many plans have been suggested to give ade- 
quate medical care to all classes of people. The 
methods which have been in vogue in Germany 
since 1883 and in Great Britain since the war 
have been studied carefully. Congress is con- 
sidering, at the present time, a bill to provide 
federal subsidies to the states for maternal wel- 
fare, child welfare, and sickness insurance. 
Many of the states have similar bills before their 
legislatures. 

The Bureau of Medical Economies of the 
American Medical Association, the Julius Rosen- 
wald Fund of Chicago, the Milbank Memorial 
Fund of New York and the newly established 
Department of Medical Economies of the Har- 
vard Medical School are all studying the prob- 
lem which these Congressional and State bills 
propose to solve. 

Many medical societies in Texas, California 
and Michigan have plans, actually in use, 
whereby the profession controls forms of health 
insurance and the payment of medical costs. 
They have elaborate organizations for studying 
the social need and responsibilities of the in- 
dividuals in the low income groups and their 
ability to pay part or all of the costs. These 
plans have been advanced to forestall the en- 
trance of politics into a purely professional 
problem. 

Dr. Ernest L. Hunt has called to my atten- 
tion a new method of financing the expense of 
sickness which I have never before seen sug- 


*The annual oration delivered at the Annual Meeting of the 
Worcester District Medical Society, May 8, 1935. 


tWard, Roy J.—Visiting Physician, Worcester City Hospital. 


For record and address of author see “This Week’s Issue,” 
page 775. 


gested. The plan is to have savings banks or- 
ganize Health Clubs patterned after Christmas 
Clubs. Such clubs would obviate many of the 
objections which are inherent in compulsory 
health insurance. Some control over funds 
raised for this purpose should be maintained by 
the bank in order that they should not be dis- 
sipated for luxuries. As an inducement hos- 
pitals and physicians should offer a discount to 
those who may pay from such funds. Under 
such a plan the individual has no chance of 
losing and has everything to gain. This plan 
would tend to even up the unequal distribution 
of money between the luxuries and the necessi- 
ties of life. 


One of our members, Dr. Gilbert Haigh, has 
worked out a plan which has been submitted to 
several legislatures. He proposed putting the 
entire profession in all of its branches under 
state control but this plan was so all-inclusive 
that it gained few supporters. He antedated by 
several years that which may be forced upon us. 

With these few exceptions, however, most of 
the activities of organized medicine have been 
directed in opposition to any and all plans 
which have been brought before Congress and 
many of the State Legislatures. In some in- 
stances general policies have been suggested. 
This attitude of organized medicine has not been 
constructive and often it has been destructive. 
The New England Journal of Medicine recently 
said, ‘‘The medical profession can supplement 
and guide—it cannot ignore—publiec opinion.’’ 
Antagonism will only bring our profession to 
the point where the British physicians were 
when Lloyd George forced upon them a plan for 
socialized medicine. It was only after a hard 
battle that any modification of that act was ob- 
tained. William Hard, journalist, of Washing- 
ton says, ‘‘Legislation for government ecompul- 
sory health insurance is inevitable in Washing- 
ton.’’ He sends this word, ‘‘My dear doctors, 
those of you who are not converted to the idea, 
remember that when a thing is inevitable in 
Washington it is smart to jump in and swim 
along with the current and you may be able to 
help it along your way a bit.’’ 

The history of the growth of state medicine 
shows that it has been put forward as a stop-gap 
to an oncoming revolution. Bismarck, in Ger- 
many, first suggested this method of appeasing 
a rapidly growing dissatisfaction with social 
conditions among the poorer classes. The same 
background was present in England when Par- 
liament crowded state medicine upon the pro- 
fession. Evidently this is one of the reasons 


that Washington is now forcing this subject to 
the front, i.e., to forestall social unrest. 
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Many of us who have watched the develop- 
ment of and the increasing interest in some form | 
of state medicine feel that we are fast approach- 
ing the time when the entire background of the | 
practice of our profession is to change. It be-| 
hooves us to develop some concrete program of | 
our own before a political program is forced | 
upon us. The first step in such a plan is to 
develop a community of interest among the 
members of this society and I trust that the sng- 
gestions advaneed before us last December by 
Dr. William Lyneh will bear fruit. The Wor- 
cester District Medical Library, Ine., with new 
quarters in Town House will be of great help in 
this. I anticipate that the younger members 
will show the community that the study of medi- 
cine costs the most in time and money of any 
of the professions and, in the words of Dr. 
Channing Frothingham of Boston, ‘‘ while good 
medical service is expensive, poor medical serv- 
ice at any price is more expensive.”’ 

Most of the plans for meeting the cost of med- 
ical care which have so far been suggested by 
medical societies have some form of contribu- 
tory sickness insurance in them and concern only 
people of the low income groups. Very little at- 
tention has been given to the group with no 
income, i.e., the indigent. 

I am going to devote the remainder of my 
paper to a discussion of the problem of provid- 
ing adequate medical care for the group of 
people with no income. I feel that this problem 
should be solved, by experimenting first with 
the no income group. Then after a successful 
plan has been evolved, I should like to see it car- 
ried along to the low income groups. 

Among the many booklets and pamphlets 
sent to me by the Bureau of Medical Econom- 
ics of the American Medical Association was a 
sheet which gave the majority report of thie 
Committee on the Costs of Medical Care, the 
minority report of the same committee, the at- 
titude of the Committee on Medical Edueation, 
and the editorial opinions of the Journal of the 
American Medical Association. These differed 
in all phases except one. All agreed that medi- 
eal relief to the indigent should be provided 
from public funds. With this consensus prob- 
ably most of us agree. Let us now discuss how 
far we have already gone on the road to state 
medicine. 

In 1878 Dr. Rufus Woodward was appointed 
to the newly created Board of Health in Wor- 
cester. The first report of the board dealt with 
eomplaints about sources of filth, the keeping 
of swine within the city limits and the super- 
vision of the cleaning of privies. Dr. Wood- 
ward declared that drainage running from sinks 
into the gutters on Main Street should no longer 
be tolerated. 

Thus, some fifty-five years ago, state medicine 
had its beginning in Worcester and for the first 


time our city government began to take a pater- 


nal interest in the health of the citizens. Evi- 
dently Dr. J. Kelley had prophetic vision some 
fifty-four years ago, since he took for the sub- 
ject of his annual oration ‘‘State and Preven- 
tive Medicine.’’ If time allowed I should like 
to trace in detail the gradual increase in the 
activities of the Board of Health from the time 
of privy inspection to the present, and how the 
state and local health authorities have taken on 
step by step added functions in caring for the 
health of our citizens. 

Let me briefly enumerate some of the epoch- 
making advances which began with compulsory 
reporting of contagious diseases and the quaran- 
tine of that dread disease, smallpox. Our Dr. 
Frederick Baker was instrumental in establish- 
ing the first municipal laboratory in New Eng- 
land for the bacteriological examination of sputa 
and diphtheria cultures. Following his oration, 
which he gave twenty years ago, on ‘‘The Rela- 
tion of Venereal Disease to Public Health’’ a 
ereat impetus was given to the control of gon- 
orrhea and syphilis by the diagnostic aids which 
were added to his laboratory services. 

Soon after the discovery of diphtheria anti- 
toxin, and, while it was still out of the reach 
of the ordinary patient because of its cost, the 
state came forward to furnish this expensive 
therapeutic aid to all. The need for a hospital 
for contagious diseases was soon seen and Bel- 
mont Hospital was established, where, at the 
present time, a large per cent of the patients 
are cared for by the city free of charge. A large 
group of employees have been added to the 
Health Department such as sanitary inspectors, 
milk inspectors, school physicians, epidemiolo- 
gists, school nurses and dentists. The City 
Health Department, in conjunction with the 
State Health Department, furnishes consultation 
services to general practitioners for tuberculosis, 
infantile paralysis and cancer and supplies a 
large number of biological and pharmaceutical 
products. Charitable and volunteer organiza- 
tions are antedating the public health programs 
and are carrying on many health projects. Some 
of these have paid staffs, such as the Medical 
Milk Commission of Worcester, the District 
Nursing Association, the Tuberculosis Associa- 
tion and Cancer Follow-Up Clinies. Probably 
many of these activities will be taken over by 
the Health Department when they have proved 
their value. 


I wish to pay a tribute to the late Dr. Thomas 
Kenney, former director of public health in 
Worcester, who had a vision of the needs and 
possibilities of health work which was far be- 
yond his strength to carry out. He saw the 


importance of the public health nurse as the 
liaison between medical science and the mother 
in the home. He raised the work of public health 
in Woreester to a high level and by his person- 
ality obtained a better recognition of the mon- 
etary value of a trained health worker. 
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The City Hospital is also engaged in state 
medicine in that it furnishes hospital service to 
a large group of patients, 66 per cent of whom 
pay nothing to either the hospital or their phy- 
sicians. The City Hospital Out-Patient Depart- 
ment has been overwhelmed all through these 
years of depression with the volume of service 
which has been thrust upon a willing, but over- 
worked staff whose services are given gratui- 
tously to the city. People on welfare who apply 
to other hospitals are immediately sent to join 
the crowd at the City Hospital. The Welfare 
Department employs three physicians who can 
only make the most perfunctory examinations 
beeause of the many patients they are asked to 
see. They either send the patients to the hos- 
pital or give them a bottle of medicine. 

I have tried to sketch the growth and devel- 
opment of the public interest in the health of the 
community and how the City and State has 
gradually broadened its scope of work to include 
not only preventive but also curative medicine. 
I have listed some of the functions of the vol- 
untary organizations which are pointing the way 
and demonstrating the value of further activity 
along public health lines. I have tried to bring 
to your attention how free public clinics are 
being overwhelmed with work they cannot do 
satisfactorily and how physicians for the Wel- 
fare Department under the direction of social 
workers are operating under great hardships 
with results which are not satisfactory to any 
one. 

As mentioned before, all of the plans advo- 
eated by social workers, politicians and even 
medical societies, which would provide adequate 
medical care to the various groups in our com- 
munities, have failed to give proper attention 
to the needs of the indigent. In spite of all that 
the State, the City and private charity are do- 
ing, the medical, dental and nursing professions 
have to give the major part of the service with- 
out remuneration. 

The New Deal has spent millions of dollars 
for the relief of this indigent group, yet little 
of it has reached the medical profession. In 
many of the states the ERA has furnished medi- 
eal services to their workers and their families. 
Dr. Hunt tells me that in Massachusetts the 
money allocated by the Federal Government 
for medical care has, through some maneuvering, 
been used by the local communities to reduce 
the tax rate leaving all the burden on the shoul- 
ders of the profession. Unemployment faces 
the doctors as well as other white collar classes. 
In a recent questionnaire it was disclosed that 
forty-eight of our profession stated that they 
knew physicians who were on the welfare. Un- 
employment insurance or health insurance will 
never solve this problem. 

Medical relief to the indigent has as much 
monetary value as any other form of relief for 
which the millions are being poured out. Pro- 
vision should be made for it in every budget 


which is made up. In approaching a plan to 
give medical relief to the indigent we must 
avoid, if possible, the errors and pitfalls which 
have developed in other countries. If we do too 
much for these irresponsible individuals we shall 
take away from them the will to get well and, 
to a certain extent, we shall be defeating our 
own ends. Some stimulus must be given which 
will aid in creating an ambition to rise out of 
that class if possible. The major problem of ma- 
lingering has always been, and always will be, 
with us and some way to lessen this evil must 
be found. 

There is some difference of opinion concern- 
ing the question of the administration of a pub- 
lic medical service. Should it be by a depart- 
ment of social welfare or by a department of 
health? Dr. Thomas Parran, Jr., Commissioner 
of Health in New York, says, ‘‘I hold very 
strongly to the view that all public medical and 
health work should be done by the health de- 
partment. Here we have the medical back- 
ground which is lacking in social workers. Coun- 
terbalancing this, however, the social workers 
make out a good case for unifying medical re- 
lief with other relief and social reconstruction 
measures. This argument, plus the continual 
barrage of some medical groups to make preven- 
tion and not cure the objective of health service, 
may reduce health departments to the status of 
sanitary police, while the major health promot- 
ing functions of the community are carried on 
by non-medical agencies.’’ 

Most of us will agree that the medical prob- 
lems in all branches should be under medical 
control and we must also agree that our health 
departments, by a gradual process of evolution, 
have changed from purely preventive medicine 
to curative medicine in several particulars. 
They have skeleton organizations, already fune- 
tioning, which can be enlarged to eare for the 
indigent. It has been said that 80 per cent of 
the troubles which need medical care can be 
handled by the regular practitioner with the 
equipment which he has with him. This being 
approximately correct, with an enlarged person- 
nel, the health department could care for much 
of the work that now crowds our out-patient de- 
partments and could at the same time care for 
at home many of the cases which now occupy 
valuable hospital beds. The accessories to good 
medical service such as the x-ray, the laboratory 
and nursing services, which, because of the 
large extra cost, are prohibitive to many, can 
be furnished by the state with some enlarge- 
ment of the service which they already supply. 
In fact it is for laboratory and x-ray studies 
that a large number of patients are sent into 
hospitals to occupy valuable beds. 

The next question to arise is, ‘‘ How shall this 
enlarged personnel be recruited and how shall 
they be paid?’’ In New Hampshire the County 
Commissioners, who have the eare of the in- 
digent, refer cases to local physicians and pay 
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them on a fee basis of two-thirds of the regular 
rates. Dr. Robert J. Carpenter has written to 
me that in North Adams they are operating on 
the plan that all people who are on the welfare 
are eligible to receive medical care from their 
former physicians. The physicians send bills 
to the city at regular rates for office and house 
calls; the city takes fifty per cent off the bill 
and pays the rest. 

I suggest that for the people who are only 
temporarily on the welfare the North Adams or 
New Hampshire method be adopted and that 
those people be taken care of by their former 
physicians because we all know that individual 
attention by a skilled and interested doctor is 
the best type of medical care. Those who are 
regular recipients of welfare aid should be re- 
ferred to recent graduates of our hospital in- 
ternships who have obtained membership in this 
society. I hear some one ask, ‘‘ Why limit such 
service to members of this society?’’ Member- 
ship in this society should be a yardstick of 
medical competency and this society has the best 
plan to maintain this competency through post- 
graduate courses and medical meetings. Few of 
us can maintain our hold on our rapidly ad- 
vaneing science without faithful attendance 
upon the proceedings of this society and the 
perusal of current literature. We must make 
membership in this society an honor and a 
privilege. 

The amount of work which any one on the 
health department panel should do ought to be 
limited to that which he can satisfactorily carry 
out. Or better still, the work should be evenly 


distributed among those in the first years of 
their practice. With the aid of the municipal 
laboratories these men should be able to care for 
many of the cases that are now sent into the 
hospitals. This would liberate valuable hospital 
service for diagnostic, surgical, and maternity 
eases. Provision should be made for research 
work. Under competent supervision these re- 
cent graduates can make this large amount of 
clinical material contribute to medical knowl- 
edge. 

I have already pointed out that it would not 
be wise to make the lot of the recipient of state 
or city medical relief too attractive because of 
the liability of the loss of ambition to improve 
one’s condition. It is an injustice to have all 
patients in our hospital wards getting the same 
eare when only one out of three pays for the 
service rendered. It puts a premium on the 
lazy man and it is discouraging to the one who 
provides for the rainy day. 

I visualize, in the future, physicians’ offices 
grouped around our hospitals, state or muniec- 
ipal laboratories where all the essential acces- 
sories to good medical service will be supplied 
by the state. Our hospitals will be largely 
reserved for diagnostic problems, maternity 
service and surgery. Physicians will receive 
compensation for medical relief rendered to the 
indigent and, with a large part of the overhead 
cost of medical service furnished by the state 
and the physician freed from his burden of ear- 
ing for the poor, the expense to the average citi- 
zen will be materially reduced. 


THE ADULT TUBERCULOSIS CONTACT* 


BY HERBERT R. EDWARDS, 


HE examination of the adult tuberculosis 

contact is an old theme. It has been al- 
lowed to drift into the background for the im- 
portant, but far less productive child contact. 
Tuberculosis workers are prone to seek the 
dramatic, large seale project that gives numbers, 
but proportionately fewer cases. Our responsi- 
bility as investigators and workers in this field 
demands that we tackle the job at the sorest 
point, and until we have made reasonable strides 
in that direction, I doubt that we are justified 
in placing all of our emphasis on the easier and 
more intriguing routes. 


Our greatest problem in any sound program 
of control always has been, and will continue to 
be, the adult contact. There is abundant evi- 
dence to corroborate this statement in a perusal 

*Read at the Annual Conference of the Advisory Council, 


Milbank Memorial Fund, New York Academy of Medicine, 
March 27, 1935. 


tEdwards, Herbert R.—Director, Bureau of Tuberculosis, New 


York City Department of Health 1934-. For record and address 
of author see “‘This Week’s Issue,”’ page 775. 


of our morbidity and mortality statistical data. 
Our new eases are reported chiefly among in- 
dividuals above fifteen years of age, and our 
mortality data show clearly that the problem 
of death from tuberculosis is chiefly one of the 
adult groups. The problem becomes sharply 
acute among females between fifteen and thirty- 
five years, and among males between forty and 
sixty years. 

Pulmonary tuberculosis is the most character- 
istic form of the disease among adults, and it 
is this type of the disease that accounts for the 
major portion of infections. The seriousness of 
the bacillary case is well known, and of par- 
ticular importance is the case untreated at the 
time of death. 

Contact examination regardless of age is a 
difficult problem and one for which we have not 
as yet found a reasonably satisfactory solution. 
In selected families, 100 per cent codperation is 
possible, but in the average community the con- 
tact problem is usually less than half solved, 
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and the greatest percentage of unexamined are 
invariably found among adults. In New Haven, 
after the most intense efforts had been made to 
clear contacts, we found that in only 31.1 per 
eent of 1428 families registered as presenting a 
tuberculosis problem, had we secured examina- 
tions of all household contacts. 

The promptness and energy with which we 
approach the family following the discovery of 
the primary case, do not appear to solve the 
problem. In New Haven' and at the Ilenry 
Phipps Institute? a check of contact examina- 
tions within a year of the discovery of the pri- 
mary case showed only about 47 per cent com- 
plete, with essentially the same amount of dis- 
ease in both studies. In both places, it is rea- 
sonable to assume that every modern method of 
approach was utilized to secure codperation 
from the contact. As a matter of fact, if we 
consider the cost involved, there is a serious 
doubt as to how far we are justified in going 
with present-day methods. This does not imply 
that we are to accept a defeatist attitude, but 
rather that we shall approach the problem with 
newer and more effective weapons. 


Every tuberculosis worker has seen time and 
again in his experience the acute case of tuber- 
culosis develop in a heretofore unexamined con- 
tact, and it is logical to believe that many of our 
family reinfections occur through similar 
sources. The inference is clear that had we 
known more about that individual in the years 
preceding his break, it might easily have been 
averted. 

The problem may be visualized by a comnari- 
son of morbidity and mortality by sex and age 
groups. (Charts 1 and 2.) 

Some recent studies dealing with contact ex- 
amination throw direct light on the problem 
and the seriousness of the adult contact. Hay- 
wood et al® examined 604 or 96 per cent of all 
contacts in 156 families. The highest percentage 
of manifest lesions was found in the age groups 
fifteen to nineteen years (14.2 per cent) and in 
the individuals over sixty years (16.6 per cent). 
Males showed a persistently higher proportion 
of positive x-rays in all age groups except fifty 
to fifty-nine. When the source of infection was 
parental, there was found to be a greater danger 
to children. Of the 604 individuals examined 
in their study, twenty-nine or 0.48 per cent were 
classified as clinically active. Of these, 24.1 per 
cent were between fifteen to nineteen years, and 
58.5 per cent twenty years or above. 

Jessel* reporting on the examination of con- 
tacts in Lancashire County, England, came to 
the following conclusions: (1) In 15 per cent 
of the cases accepted as cases of pulmonary 
tuberculosis, instances of one or more secondary 
eases occurred. (2) Nearly all secondary cases 
were directly related to those primary cases 


where tubercle bacilli were found in the sputum. 
(3) The average interval between the discovery 
of the primary and secondary cases was three 
and a half years. (4) Relatively more attention 
should be paid to adults, and especially middle- 
aged contacts. (5) A single negative examina- 
tion result may well lead to a false sense of 
security. 

Turner® reporting from North Worcestershire 
on tuberculosis morbidity and mortality among 
833 house contacts of sputum positive cases in 
185 households, concludes as follows: (1) Of 
185 sputum positive cases, only one was under 
fifteen years, 146 between fifteen and forty-five 
years, and thirty-eight beyond that age. (2) 
There were seventeen deaths due to pulmonary 
tuberculosis, one under fifteen years, ten between 
fifteen and twenty-five years, and the remainder, 
or six, above twenty-five years. These occurred 
during a period of thirty-two months’ observa- 
tion. (3) During the same period, there were 
twenty cases of tuberculosis with positive spu- 
tum reported, all above fifteen years; thirty-two 
cases with negative sputum were reported, 
eighteen of which were above fifteen years. Six- 
teen cases of non-pulmonary forms were report- 
ed, chiefly under fifteen years. Of the suspi- 
cious group, twenty-eight of the forty-nine were 
found in contacts over fifteen years. (4) The 
incidence of tuberculosis among his series of con- 
tacts was 116.4 per 1,000, of which 82.8 per cent 
were pulmonary, this development of disease oe- 
curring in the short space of thirty-two months. 
(5) The modal age at death from phthisis oeecurs 
in the age groups fifteen to twenty-five among 
contacts and is well marked, whereas in the gen- 
eral population the modal age at death occurs 
in the twenty-five to thirty-five years age group 
and is not well defined. 

Barclay® reporting on 413 contacts of pul- 
monary tuberculosis in 132 families demon- 
strated tuberculous lesions in 21.8 per cent, and 
active tuberculosis in 17.2 per cent, 15.5 per 
cent having pulmonary lesions. He states that 
the most fruitful field for intensive effort is 
among contacts of bacillary tuberculosis and 
those relatives exposed to a recently fatal un- 
treated case. The incidence of tuberculosis was 
greatest under five years and over fifteen vears. 
He reports 18.6 per cent of consorts as having 
tuberculosis, 9.8 per cent husbands and 27.5 per 
cent wives, which he accounts for on the basis 
of the wives giving more intimate care to the 
husbands than the reverse. 

In New Haven’: *-* for several years, we 
placed great emphasis on the examination of 
contacts, and our findings indicate clearly that 
the adult contact is by all means the most im- 
portant contact for study. 

In a series of 162 families in which the pri- 
mary case was one of pulmonary tuberculosis, 
we were able to examine all contacts. Of the 


adults, 15.5 per cent were diagnosed as pulmo- 
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nary tuberculosis, compared with 5.4 per cent in 
children. In a series of nine families in which 
the primary case was tuberculous meningitis, 
pulmonary tuberculosis was found in 38.1 per 
eent of adults, compared with 6.9 per cent of 
those under fifteen years. 

An analysis of 155 children originally classi- 
fied as Childhood Type Tuberculosis showed that 
nine or 5.8 per cent developed pulmonary tu- 
berculosis during adolescence or early adult 
life. Ilall and Chang’® reporting on a similar 
study among the professional class of Chinese 
found that 4.1 per cent developed a manifest 
pulmonary lesion in young adult life. These 
studies indicate not only the adult phase, but 
the importance of repeat examinations. 

Another observation of importance to this 
subject in New Haven® was based on an analy- 
sis of 661 families, representing 3856 con- 
tacts. Two thousand, six hundred and ninety- 
three or 69.8 per cent were examined, adults 
59.8 per cent and children 79.5 per cent. Sub- 
stantially higher percentages of examinations 
were made in families where the primary case 
was pulmonary tuberculosis. Pulmonary tu- 
berculosis was diagnosed in 28.36 per cent of 
the contacts, and adults accounted for 83.0 per 
eent. There were 323 or 42.3 per cent of those 
diagnosed pulmonary tuberculosis who were 
known to have been bacillary cases. This per- 
centage is undoubtedly low. There were 306 
deaths due to tuberculosis and 82.3 per cent 
occurred among adults. 

The further reiteration of studies dealing 
with the adult contact is superfluous. It is the 
problem of first importance in any sound pro- 
gram designed to prevent and eradicate tuber- 
culosis. The real problem confronting us is how 
best to develop our program. 

There are certain types of families in which 
the problem is more acute, and they should con- 
stitute our first and most intensive efforts 
toward ecase-finding among adult contacts. 


1. Families in which a bacillary case is 
discovered. 

2. Families in which there has been a case 
or death of tuberculous meningitis, or 
other acute forms. 

3. Families in which the primary case was 
discovered at death. Barclay® states that 
25.7 per cent of contacts to cases dying 
at home were found to have tubereu- 
losis. 


Families in which a non-bacillary ease is dis- 
covered are important depending upon the char- 
acter of the lesion. Families with a non-pul- 
monary form of tuberculosis are of the least 
importance, though they cannot be entirely ig- 
nored. 

The public health nurse and_ tuberculosis 
clinician are in the first line of attack. After 
careful study of the problem in New Haven 
and elsewhere, the conelusion becomes obvious 


that a part of our difficulty in securing codp- 
eration from the adult contact may be traced to 
the first and subsequent associations of the fam- 
ily with the representatives of the public health 
agencies. The frequent changing of nurse or 
clinicians handling the individual family tends 
to weaken the position of the health authorities, 
and this situation is aggravated if those asso- 
ciations have been made by untrained and dis- 
interested individuals. The fact must be ac- 
cepted that all nurses do not and cannot ap- 
proach the tuberculous individual with equal 
confidence, interest, and the ability to mold the 
attitude of the patient. There are nurses who, 
from personality and training, are able to carry 
their campaign with the family through to a 
successful conclusion. The generalized nursing 
service as generally adopted at this time is 
based on sound economic lines, and it is not 
possible in many communities to change the 
situation, yet with it we must accept a less effi- 
cient service for many of the tuberculous. 


The clinician, occasionally not appreciating 
the sociological and economic problems involved, 
fails to command the interest of the patient, 
and that unfavorable reaction is carried into the 
home of the patient. 


Indifference of the patient is one of the most 
common problems met with in contact work. It 
may be the result of poor handling by the nurse 
or clinician, or due to fear. Jessel states, ‘‘ Re- 
luctance to be examined is a suspicious feature 
in itself. Such persons frequently become pa- 
tients sooner or later, and a source of infection 
to others. The readiest to permit examinations 
are often those obviously in good health.”’ 

The question may well be raised as to the 
length of time the adult contact should be super- 
vised. In New Haven, we endeavored to follow 
all contacts through their twenty-fifth vear. 
This age would appear to be a minimum for 
both males and females, on the basis of the sharp 
rise in deaths during that period. The gen- 
eral factors determining the frequency of reéx- 
amination will depend upon the seriousness of 
the original infection in the home, the intimacy 
and duration of the contact, the general health 
status of the individual, and the factors deter- 
mining the economic conditions of the family. 

It is difficult to keep the interest of the pa- 
tient if reéxaminations are spaced far apart. 
Yearly examinations should be the maximum, 
with preferably nine-month intervals. It will 
require rare tact on the part of the clinician 
to hold the interest of the patient without caus- 
ing undue alarm about his condition. It is in 
such cases that the idea of the annual physical 
examination should be presented in its most 
tempting and alluring form. 

The reéxamination of the adult bevond 
twenty-five years could well be predicated on 
the above suggestions. There are undoubtedly 


many contacts not in need of persistent follow- 
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up. A choice must be made of those most likely 
to show a spread of disease, if our program is to 
be economically feasible. Racial susceptibility 
and occupational hazards should be carefully 
considered in the selection of the group for ex- 
tended care. 

In practically all of our case-finding work, our 
programs have been built around the clinic, san- 
atorium or practitioners; at all events, we have 
expected the patient to come to us. These 
methods permit of better diagnostic facilities, 
and will serve for the major part of our work. 
There is, however, need for more intensive work 
in the home. The undiagnosed case constitutes 
a major public health problem, and it would 
seem that if the established method is inade- 
quate, we should go to the home to locate pos- 
sible open foci of infection. It does not neces- 
sarily follow that such a plan would discour- 
age clinic attendance. The contact made in the 
home, on the other hand, should serve to con- 
vert the patient to his responsibility in the con- 
trol of tuberculosis. 

Turner® and Jessel* both secured part of their 
reported examinations in the homes of the pa- 
tient. They depended upon careful histories 
and physical examinations for their diagnoses. 
On this point, Barclay® states that 51.1 per cent 
of his contacts exhibited definite or suggestive 
recent symptoms, and about 40 per cent could 
have been diagnosed entirely on this basis. In 
only three of his contacts did the initiative come 
from some member of the family or the patient 
himself, and only 61.1 per cent of his series were 
examined at the request of the sanatorium phy- 
sician. As efficient as these simpler methods 
of diagnosis may be, they do not preclude the 
use of a portable x-ray in the home. The ap- 
paratus is available, and can be used in many 
homes. 

It is our present plan in New York City to 
develop a mobile clinic staff with portable x-ray 
facilities, to develop the possibilities latent in 
this newer approach. 

Public health education has gone far to 
change the attitudes of the populace in regard 
to tuberculosis, but there is still a wide field that 
has thus far been only partially touched. Such 


measures must reach the individuals in the 


tuberculous household and help to create a more 
intelligent attitude toward their responsibility 
to their family and the community. 


SUMMARY 


A review of certain of the recent contribu- 
tions to the literature on the tuberculosis con- 
tact indicates beyond a doubt that the adult con- 
tact is the major problem in our case-finding 
efforts. 


It is not enough to examine these individuals 
once if found to be negative; the effort must be 
repeated at periodic intervals, as not infre- 
quently a latent unrecognized disease develops 
into an active infectious one. 

The difficulties in securing codperation from 
the family contact are manifold. Indifference 
may be the result of a poor technic in the ap- 
proach by the representatives of health agencies, 
fear on the part of the patient, and the limited 
horizon of the patient in his responsibility to 
his family and the community. This may be 
altered through the channels of public health 
education. 

An approach to the present uncodperative 
contact should be made through the medium of 
home visiting. Such a plan demands a well- 
trained and sympathetic staff of physicians and 
nurses, and portable x-ray facilities. 
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THE CO-INCIDENCE OF CHOLECYSTITIS 
AND PEPTIC ULCER* 


BY EDMUND G. LAIRD, M.D.t 


URING the past year attention was called to 
the apparent frequency with which peptic 
uleers were observed coincident with gallbladder 
disease at the New York Hospital. A great 
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number of writers have reported varying num- 
bers of cases of gallbladder disease coexisting 
with peptic ulcer, but few have offered actual 
statistics. For instanee, MacLaren! (quoted 
from Bruce) reports five such cases; Ochsner in 
lectures mentioned its occurrence. Baumgar- 
ten’, L. B. Wilson, C. L. Mix’, B. G. A. Moyni- 
han and a multitude of others cite small groups 
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of cases but give no data concerning large series. 

Wilkie* recognizes a clinical picture, espe- 
cially common in women, in which the patient 
presents symptoms more suggestive of gallblad- 
der disease but at operation is found to have 


‘duodenal ulcer. He calls this the ‘‘cholecysto- 


duodenal syndrome’’. 


On reviewing the literature on this subject 
one becomes almost inevitably involved in the 
various theories of the origin of the so-called 
‘‘abdominal triad’’, i.e., peptic ulcer, cholecysti- 
tis and appendicitis. Lichtenfelt, Talma and 
especially Rossle® have furthered the somewhat 
more recent belief in the neurogenic origin of 
these conditions, that is to say, that they are 
due to visceral vascular and muscular reflexes 
arising from the central nervous system, espe- 
cially common in the vagotonie types of indi- 
viduals. Rdéssle, supported by Preusse, Richer, 
Reischauer, Schmieden, Bergmann and West- 
phal, familiarized the term ‘‘zweite Krankheit’’ 
for the conditions in this triad in order to em- 
phasize the idea that they are not primary af- 
fections of the local parts but conditions second- 
ary to disturbances of the autonomic nervous 
system. Hinrichsen® cites a rather large group 
of cases in which these three conditions occurred 
in each patient. A diseased appendix was found 
by Larimore’ in all cases of associated chole- 
cystitis and peptie ulcer. Moynihan® states that 
all cases of peptic ulcer and gallstones are prob- 
ably ‘‘secondary’’ to some infection or toxemia 
arising in some abdominal organ, most fre- 
quently the appendix. 


Lymphatic connections between the duodenum 
and gallbladder have been demonstrated by 
many observers (Sudler, Cuneo, Deaver, Mac- 
Carthy and Jackson, Graham, Judd and Peter- 
man). Braithwaite® injected dye into the re- 
gion of the ileocecal angle of human beings and 
demonstrated its flow or extension by way of the 
lymphatics up to the subpylorie glands on the 
inner side of the pylorus and into the subserous 
coat of the duodenum. Occasionally it could be 
made to pass into the subserous lymphatics 
along the common duct itself. This, he admits, 
is not the usual pathway but is favored by a 
chronic lymphatic infection congesting or oblit- 
erating the normal channels of lymph flow. 
Moynihan and Oldfield (quoted from Braith- 
waite) have seen examples of similar lymphatic 
flow in patients with tuberculous infections of 
this region. Braithwaite consequently adheres 
to the infectious or focal theory for the etiology 
of cholecystitis and peptic ulcers as opposed to 
the neurogenic, circulatory (embolic) or diges- 
tive theories. 


The purpose of this paper is not to attempt 
to evaluate these theories but to consider briefly 
the available data on the subject of the frequency 
of concurrent gallbladder disease and peptic 


ulcer, and to present the results of a study of a 
group of such ¢ases. 

Four patients with persistent, refractive 
duodenal ulcers were studied by Baumgarten? 
at St. Luke’s Hospital and were eventually 
found to have a coexistent cholecystitis. Chole- 
cystectomy caused in all four patients an almost 
immediate disappearance of the peptic ulcers, so 
that the author formed the conclusion that 
cholecystography should be a routine part of the 
study of patients with peptic uleer. 

Bruce’? found five cases of duodenal ulcer, 
unsuspected from either the clinical symptoms 
or x-ray findings, in 100 consecutive gallbladder 
cases, plus two which were recognized before 
operation as coexisting. 

In 1929 MeVicar and Weir" observed a case 
of coincidental gallbladder disease and peptic 
uleer. As a result of this finding they com- 
piled some statistics on 500 consecutive cases 
of gallstones and 500 consecutive cases of duo- 
denal ulcer. Moreover they separated the sexes 
and found a slight difference. Their results 
were as follows: 


Coincidence in Males: 
Coexisting gallstone disease in duodenal 
ulcer 10.0% 
Coexisting ulcer in gallstone disease 1.9% 
Coincidence in Females: 


Coexisting gallstone disease in duodenal 
ulcer 3.6% 
Coexisting ulcer in gallstone disease 7.3% 


Coincidence in both groups (500 ulcer cases 
and 500 gallstone cases): 


Males 3.9% 
Females 4.3% 


The coincidence in both males and females 
in the total series of 1000 cases was thus found 
to be 4.1 per cent. In conclusion they say, ‘‘In 
fact it is probable that the incidence of chole- 
cystic disease in the ulcer group is not much 
greater than that of any comparable age group 
of the general population, and conversely that 
the incidence of duodenal ulcer in patients who 
have cholecystie disease is not greater than the 
incidence in those of comparable age who have 
normal gallbladders.”’ 

This report is based on a study of 250 con- 
secutive patients with gallbladder disease upon 
whom cholecystectomy was performed. Out of 
these 250 patients, twelve or 4.8 per cent of the 
total number were found in which cholecystitis 
and peptic ulcer coexisted. 

Examination of these twelve patients revealed 
the following facts: 


1. Ten patients showed evidence of a chronic 
gallbladder infection. 
One patient was admitted with a subacute 
cholecystitis and another with acute chole- 
eystitis. 

2. Cholelithiasis was associated with the chole- 
cystitis in five instances. 
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3. Of the twelve patients, eleven had simple 
duodenal ulcers; the twelfth had one gastrie 
uleer and multiple duodenal ulcers. 

4. In ten the ulcers were in the first portion of 
the duodenum, usually on the anterior sur- 
face and near the pylorus. 

5. Gastric analyses were carried out in five of 
the twelve patients. Gastric acidity was 
normal or high in every instance. 

6. Occult blood was found in the stools in two 

instances and a history of tarry stools was 

elicited in two others. 

The appendix was not mentioned in five in- 

stances; previously had been removed in 

one; was definitely diseased in four; and was 
normal in two. 

8. Over varying periods of follow-up observa- 
tion, eight patients recovered without fur- 
ther symptoms of gastric pathology; three 
continued to have mild symptoms of dys- 
pepsia; one subsequently died from septi- 
cemia following a carbuncle. 


~] 


To return to our figure of 4.8 per cent of 
coexisting cholecystitis and peptic ulcer, it 
seemed essential to compare this with the per- 
centage of ulcers that one would encounter in 
a large number of individuals selected at ran- 
dom. Examination of the literature disclosed 
abundant statistical material suitable for such 
a comparison. Finney and Hanrahan’’ have 
eompiled much of the literature dealing with 
the occurrence of peptic ulcer in large, general 
series of autopsies. As reported by them, Brin- 
ton, Fenwick, von Jaksch, Leube and Welch 
studied 100,000 autopsy reports and found the 
incidence of gastric ulcers to be 4.5 per cent to 
5.0 per cent. These figures, based largely on 
the findings in Europe, are uniformly higher 
than those found in more recent American re- 
ports. In 31,815 American autopsies, gastric 
ulcer was found in only 1.3 per cent. Bassler 
(1922) compiled 59,450 records showing 4.4 
per cent of gastric or duodenal ulcer. In 2081 
autopsy examinations, Carl Hart'* found 7.17 
per cent of the adults (5.2 per cent of the total) 
showed gastric ulcers; 4.6 per cent of the adults 
(3.8 per cent of the total) showed duodenal 
ulcers. These percentages are higher than those 
of Gruber (2.98 per cent), Schonberg (3.16 per 
cent), or Nauwerch (2.4 per cent), but not so 
high as those of Rossle (8.3 per cent—12.4 per 
cent). 

From a glance at the above figures it would 
appear that the percentage of people showing 
peptie ulcers is not appreciably higher among 
those suffering from gallbladder disease than 
among the general population. 

A comparison of our findings (4.8 per cent) 
with other available data shows that they agree 
quite closely with those of McVicar and Weir 
(4.1 per cent) and less closely with those of 
Bruce (7 per cent). Schiitz’'* observations are 


also in accord with ours. He claims that such 
a coincidence is an infrequent occurrence, as 
would be expected since most duodenal ulcers 
occur in men whereas cholelithiasis is chiefly 
found in women. 

Kalk and Siebert!®, however, believe in a closer 
relationship between the two conditions and, by 
determinations of the icteric index in a series 
of patients, have demonstrated that the bile pas- 
sages are affected in about one third of the 
cases of duodenal ulcer. Gruber’ also finds a 
more frequent coincidence between the two con- 
ditions and states that 16 per cent of a large 
series of cadavers with duodenal ulcer showed 
cholecystitis with cholelithiasis. Lessening the 
significance of this finding is that of Ehrman 
who in 15,000 unselected autopsies performed 
during fifteen years, found gallstones in 16 per 
cent of the females and 6 per cent of the males. 

A more or less incidental investigation of 
the 250 records studied concerned the status of 
the appendix. It was found that in 104 or 41.6 
per cent of the patients a diseased appendix 
had been removed before the operation upon the 
gallbladder or was simultaneously removed with 
the gallbladder because it showed evidence at 
the operating table of disease. This figure is 
considerably higher than those commonly found 
in the literature. 


SUMMARY 


Two hundred and fifty cases of cholecystec- 
tomy are reported with special study regarding 
the coexistence of gastric or duodenal ulcer. 
Peptic ulcers were proved to exist in 4.8 per 
cent of the cases. A review of the literature 
shows comparatively few statistics on this re- 
lationship but such as may be found are in close 
agreement with the above figure. As determined 
by reported autopsy records this incidence of 
peptic ulcer with cholecystitis is not markedly 
higher than the percentage of ulcers found in 
the general population. Therefore no close in- 
terrelationship between the two eonditions is 
suggested by this study. Evidence of a dis- 
eased appendix was found in approximately 41 
per cent of the cases of gallbladder disease and 
it is probable that the relationship between ap- 
vendicitis and cholecystitis is a more important 
one than that between ulcer and cholecystitis. 
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COMPARISON OF DISEASE INCIDENCE IN CONNECTICUT WITH 1934 
AND SEVEN YEAR AVERAGE 
MontTH ENDING SEPTEMBER 14, 1935 
1935 1934 
~ 32 
4 4 & & & 
& = & & & 
Chicken Pox 12 2 2 3 4 6 8 3 13 
Diphtheria 2 2 3 1 8 1 — bY _ 
Dysentery Bacillary 5 12 9 46 — 2 —_ 32 3 
Encephalitis Epidemic 1 1 3 2 
German Measles = 2 1 1 3 
Influenza = — = 1 3 2 1 —_— 8 
Measles 16 5 1 4 7 a 10 8 10 
Mumps a 5 10 8 6 11 4 3 
Paratyphoid Fever 4 1 a 12 — —_ — 1 1 
Pneumonia (Broncho) 7 10 5 6 9 6 10 4 7 
Pneumonia (Lobar) ............ 11 5 5 6 7 4 7 9 3 
Poliomyelitis 40 39 38 38 15 1 2 2 2 
Scarlet Fever 6 13 8 22 11 3 4 8 at 
Streptococcus Sore Throat 1 1 1 2 
Trichinosis _ 1 — 1 1 
! Tuberculosis (Pul.) 33 12 14 17 26 18 25 11 24 
Tuberculosis (O. F.) 4 _ — —_— 3 2 3 2 2 
Typhoid Fever 2 3 1 6 4 1 6 1 3 
Undulant Fever 3 1 = — — 2 2 _ 
Whooping Cough 37 37 33 7 40 36 35 47 30 
Gonorrhea 20 61 21 53 36 19 42 24 51 
Syphilis 26 81 22 49 34 15 50 26 60 
j Remarks: No cases of Asiatic cholera, glanders, plague or yellow fever during the past seven years. 
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CASE 21421 
PRESENTATION OF CASE 


A one year old female child contracted a 
head cold in February, approximately one 
month before entry. Associated with this was 
a nasal discharge and slight elevation in tem- 
perature. She developed bilateral otitis media 
and both ears were opened and drained for a 
few days, following which they healed. Ten 
days before admission the child started to cough 
and her temperature again became elevated. On 
this day she also fell from her crib, became quite 
pale, but did not lose consciousness. Five days 
later she appeared much sicker than usual, was 
quite drowsy and sleepy all day. There was no 
vomiting. Three days before admission the 
eough and fever increased and her legs seemed 
stiff. Her eyes became glassy and her father 
believed that the child had some impairment in 
vision. No stiff neck was noted and there were 
no convulsions. She became gradually more 
drowsy and on the day of admission seemed al- 
most semicomatose. 

The family history is non-contributory. 

The only significant fact in her past history 
was pneumonia at the age of three weeks which 
was treated at the Children’s Hospital. She 
had none of the childhood infectious diseases. 

Physical examination showed a_well-devel- 
oped and nourished drowsy female child. The 
pupils were equal and reacted normally. The 
right ear was negative. No landmarks were 
seen in the left ear but the drum did not bulge. 
The pharynx was red and filled with mucus. 
The tonsils were slightly enlarged and injected. 
The lungs were clear. The respirations were ir- 
regular consisting of about six deep rapid 
breaths followed by a period of apnea. The 
heart was not enlarged and no murmurs were 
heard. The abdomen was negative. The ex- 
tremities were spastic. The neck was not stiff. 
The Babinski was positive on both sides and 
there was also a positive Gordon test. The an- 
terior fontanelle was slightly depressed. The 
abdominal reflexes were absent. There was a 
tache cérébrale. 

The temperature was 101.5°, the pulse 120. 
The respirations were 38. 


No urine examination was made. The blood 


showed a red cell count of 5,320,000, with a 


hemoglobin of 90 per cent. The white cell count 
was 17,900, 71 per cent polymorphonuclears. 
A blood Hinton test was negative. 

A lumbar puncture showed a low initial pres- 
sure with a slow rise and prompt fall upon right 
jugular compression and no response upon left. 
Ten cubic centimeters of clear fluid was re- 
moved; there were 14 cells, 8 polymorphonu- 
clears and 6 lymphocytes; the sugar was 74 mil- 
ligrams per cent; Pandy test was negative; the 
protein was 30 milligrams per cent and the gold- 
sol was 0011000000; Wassermann test was neg- 
ative and culture showed large Gram positive 
cocci. 

X-ray films of the long bones were negative. 
A chest plate was also negative. 

She rapidly failed. The temperature rose to 
104° on the second day and terminally to 108.2° 
on the third day. 


DIFFERENTIAL DIAGNOSIS 


Dr. Harotp L. Hiaeins: This is clearly a 
child with some cerebral condition. She fell 
ten days before coming into the hospital. It 
is true that with practically every patient hav- 
ing a cerebral condition there is the story of 
some trauma not infrequently irrelevant. In 
most cases of tuberculous meningitis the parents 
will look back and recall some sort of fall or ° 
blow on the head. The fall of this child was 
apparently of little significance; so far as we 
ean tell, at least, she did not lose conscious- 
ness nor did she become unconscious within 
the next twelve hours. I should be inclined 
to feel that the fall had no bearing on the ease. 

She presents many striking symptoms that 
indicate pathology in the brain. She was coma- 
tose. There may have been impairment of vi- 
sion. She had a very high fever, and the tem- 
perature of 108.2° definitely points toward 
medullary involvement. She had irregular 
breathing, apparently the type of Biot rather 
than of Cheyne-Stokes. Biot’s breathing indi- 
cates some pathology in or near the medulla. I 
think the Babinski sign is not significant in 
young children; one finds a positive Babinski 
in a large percentage of children one year of 
age. But the tache cérébrale is usually present 
in patients with cerebral involvement; we find 
its absence of value in deciding that a child 
has not poliomyelitis. 

The lumbar puncture report presents some 
rather contradictory statements. There is no 
response on left jugular compression. This may 
make you first suspect that the trouble may be 
a sinus thrombosis involving the left lateral 
sinus. However, there are cases in which one 
fails to get response on jugular compression 
and in which sinus thrombosis is not present. 

The fluid was not under pressure and it had a 
sugar level of 74 milligrams per 100 cubic eenti- 
meters. That is a relatively high sugar and if 
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the spinal fluid contained bacteria, as is indi- 
cated in the last statement, one would expect 
that the bacteria would have consumed all the 
sugar in the spinal fluid and the spinal-fluid 
sugar would be practically nil. Also, with such 
a large number of cocci one would expect a 
large number of cells. I think we can safely 
say that the finding of Gram positive cocci in 
the spinal fluid was due to contamination and 
probably the cocci. were staphylococci. The 
fluid showed fourteen cells, but practically no 
increase in protein—a negative globulin test by 
the Pandy determination. In irritation of the 
meninges we find that there is an increase in 
cells and increase in globulin. We have very 
few cells here and no globulin; I feel there was 
very little, if any, irritation of the meninges. 
Occasionally in a poliomyelitis we get a cell 
count of fourteen with a very small amount of 
globulin. 

The roentgenograms of the long bones were 
taken, of course, to rule out lead poisoning; no 
laboratory evidence for lead poisoning was 
found. The x-ray of the chest rules out a gen- 
eral miliary tuberculosis. 

In the differential diagnosis of this case one 
must consider tuberculous meningitis; however, 
I think it can be quite readily ruled out; there 
was no increase in spinal fluid pressure, fewer 
cells were found than ordinarily seen in cases 
of tuberculous meningitis, no tubercle bacilli 
were reported as found and there was no glob- 
ulin. The spinal fluid findings are not those 
you would expect in tuberculous meningitis. 

Another possible diagnosis is mastoiditis with 
sinus thrombosis and inflammatory reaction in 
the meninges. The story of the ear trouble is 
very minor to expect a sinus thrombosis. The 
ears seemed pretty normal at admission. She 
had a running ear a month previously. If it 
is sinus thrombosis, there might possibly be an 
abscess in the brain at some distance from the 
meninges. There might be an abscess outside 
the dura, but in either of these cases I should 
have expected more globulin to be present in the 
spinal fluid. I think mastoid complications are 
possible but very unlikely. In a child of one 
year with mastoiditis the inflammation is more 
likely to extend out so that there is postaural 
swelling rather than push in toward the lateral 
sinus and brain. Personally, I feel inclined to 
believe that the ear is not a responsible factor. 

I do not believe cerebral hemorrhage is the 
factor here. I think we would have found more 
abnormalities in the spinal fluid. 

The spinal fluid findings are as much in keep- 
ing with poliomyelitis as anything we have. 
They might be in keeping with a tumor. 

We can pretty definitely say that this child 
had an encephalitis. I do not think there is 


very much doubt about that. She was drowsy. 
She showed probable signs 


She was spastic. 


of loss of vision. Her respiration was irreg- 
ular. She had a very high fever and showed 
spinal fluid changes quite in keeping with many 
cases of encephalitis. Encephalitis which is 
near the surface of the brain is likely to lead 
to changes in the spinal fluid. Encephalitis that 
is far removed from the surface of the brain 
and the meninges may be accompanied by no 
change in the spinal fluid at all. I am rather 
inclined to approach this as a case of enceph- 
alitis terminally involving the medulla. To de- 
cide the cause of the encephalitis, let us con- 
sider what the possible causes of encephalitis 
are. There is suppurative encephalitis, usually 
resulting in a brain abscess; I do not believe 
that is the diagnosis here. We must consider 
toxic encephalitis due to lead; but there was 
no lead line found on x-ray of the long bones; 
I presume no stippling of the red blood cells 
was found. A toxie encephalitis may also be 
due to bacterial toxins, such as found in typhoid 
fever, pneumococcus, and bacillary dysentery. 
We do not seem to find here any definite dis- 
ease caused by toxin-producing bacteria. She 
did not have dysentery, or typhoid fever. The 
child had no nutritional disturbance such as 
might lead to an encephalitis from insufficiency 
disease (lack of Vitamine B). The encephalitis 
was not from cerebral anemia. She had a nor- 
mal hemoglobin and no cyanosis. There is no 
suggestion of parasites affecting the brain al- 
though the data is not 100 per cent complete 
on that point. 

The other type of encephalitis is the enceph- 
alitis that accompanies or follows from a virus 
disease. Practically any of the virus infec- 
tions may at times lead to encephalitis. Prob- 
ably the best known of them is poliomyelitis. 
I am inelined to feel that this case was not 
due to poliomyelitis or polioencephalitis because 
of the time of the year, February, which is not 
the season when poliomyelitis is prevalent. Of 
the other virus infections, cases are reported 
where encephalitis occurred with measles, small- 
pox, vaccinia, mumps, rabies, chickenpox; epi- 
demie encephalitis is presumably a virus dis- 
ease; this morning I learned of a case of en- 
cephalitis in a child with rubella. 

I am inclined to think our patient had a virus 
encephalitis and not poliomyelitis. The virus, 
I should say, was that of the ordinary grippe. 
I am inclined to think she got the grippal in- 
fection and with it the virus encephalitis. This 
winter I have seen two small babies who de- 
veloped convulsions near the onset of a respira- 
tory infection; and it impressed me that they 
might have had an encephalitic manifestation 
of ordinary grippe. My diagnosis in this ease 
is, thus, a virus infection (grippe) with enceph- 
alitis. This is a diagnosis of something we do 


not know much about. Most of the encephalitis 
eases that accompany grippal infections do not 
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end fatally; the diagnosis could not be proved 
pathologically. Possibly this is a case where 
we may get some data on a previously not rec- 
ognized condition. 

Dr. L. Hiaarns’ Diaanosis 
Virus infection (grippe) with encephalitis. 
ANATOMIC DIAGNOSES 

Encephalomyelitis. 

Otitis media, chronic, bilateral. 

Pulmonary atelectasis. 

Pulmonary edema, slight. 

Duodenal diverticulum. 

PaTHoLocic DISCUSSION 

Dr. Tracy B. Mautuory: The autopsy on this 
ease was entirely negative except for the finding 
in the cerebral nervous system. The only things 
we found in the body were areas of atelectasis 
and slight edema of the lungs, a very common 
finding in the terminal stage of a variety of 
eentral nervous system diseases. Dr. Kubik 
will tell you about the brain findings. 

Dr. CHartes S. Kusrk: There was bilateral 
otitis media and, as Dr. Higgins suspected, en- 
eephalitis or rather encephalomyelitis, since both 
brain and spinal cord are affected. 

Microscopie examination reveals numerous 
small lesions in the brain, brain stem, cerebel- 
lum and spinal cord. A striking feature of these 
lesions is their perivascular arrangement. In a 
fair-sized zone around the vessel myelin is de- 
stroyed and there is a pronounced giial reaction 
consisting of proliferation of microglia and prob- 
ably also of other glial elements. In the zone 
of demyelination nerve cells are damaged and 
some are destroyed; axis cylinders are thinned 
out but a fair number of them are preserved. 
In the adventitial tissues of the affected vessels 
there is a cellular infiltration with monocytes, 
a smaller number of lymphocytes and a few 
plasma cells. In the forebrain the lesions are 
most numerous in the subcortical white mat- 
ter but are also found in the gray matter; in 
the midbrain gray matter is affected more than 
the white, while in the spinal cord gray and 
white matter are affected to about the same 
extent. 

In the spinal cord, in addition to numerous 
perivascular lesions, there is just beneath the 
pia a narrow zone of myelin degeneration with 
glial proliferation having no relation to blood 
vessels. 

The findings here are those of disseminated 
encephalomyelitis. This condition has been 
observed most often in association with measles 
and vaccinia athough it may occur, as in this 
ease, with other infections and possibly also 
without any preliminary disease. 

Because the pathology is the same in each ease 
there is reason for suspecting that the causative 
factor is the same whatever the associated dis- 
ease may have been, and that measles, vaccinia, 
or other infection simply constitute a predis- 
posing factor. 

Although positive. proof is probably lacking 


it has the earmarks of an infectious disease, very 
likely a virus infection. 


CASE 21422 
PRESENTATION OF CASE 


A fifty-one year old Canadian housewife en- 
tered complaining of pain in the chest radiat- 
ing to the arms, of a month’s duration. 

At the age of twenty-four, approximately 
twenty-seven years before admission, she no- 
ticed the onset of failing vision. Associated 
with this were severe headache and occasional 
vomiting. An oculist informed her that very 
little could be done for her vision. Ten years 
later, during her first pregnancy, she had fre- 
quent daily vomiting, and five months after 
conception she miscarried. <A persistent non- 
productive cough accompanied this illness. At 
the time of her miscarriage she had practically 
no vision at all. She was stone blind for the fol- 
lowing eight weeks. There were no convulsions 
or edema at that time. She was told, however, 
by a local physician that she had very high blood 
pressure. Eight months later the patient again 
became pregnant. She vomited daily and her 
vision again started to fail. A therapeutic abor- 
tion was performed at the end of one month. 
Her blood pressure was very high even after the 
abortion. Three years later she had her third 
and last pregnancy. Associated with this was 
the usual amount of vomiting but she did not 
lose her vision. At the end of six months she 
miscarried. Her blood pressure a week after 
delivery was 200 systolic. For the next twelve 
years she was well and symptom free, except for 
headaches and some slight dyspnea on exertion. 
One month before admission she noticed a sharp 
pain in her chest upon climbing stairs. The pain 
appeared off and on during the day and radiated 
to both arms. The pain produced a gripping, 
suffocating feeling in the chest. Her physician 
found her blood pressure higher than it had ever 
been. She was put to bed for two days with 
morphia and for the next three weeks she had 
the same pain on exertion only in a much milder 
form. Nine months before admission she had 
this pain at night associated with gas and re- 
lieved by hot water and soda. Her phvsician 
gave her morphia. On the morning of the day 
before admission she experienced sudden pain 
and numbness in both legs. She was unable to 
get out of bed, and sweat profusely. The pain 
in her legs increased and she was brought into 
the Emergency Ward by ambulance. 

Her father died at the age of seventy-five of 
a stroke. Her mother died at the age of seventy- 
— also of stroke. Two siblings were living and 
well. 

Physical examination showed a fairly well-de- 
veloped and nourished, slightly thin, middle- 
aged woman lying in bed in no acute distress. 
The skin was cold and slightly moist. The lips 
were rather deeply cyanotic. The fundi showed 
marked narrowing of the arteries and disten- 
tion of the veins. There was a slight exudate 
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in the macular region of the left fundus. The 
heart was enlarged to the left, the left border 
of dullness being 11 centimeters from the mid- 
sternal line, the right 2 centimeters. The rate 
was 120, rhythm regular. There was a proto- 
diastolic gallop. The sounds were of poor qual- 
ity. The blood pressure was 180/110. A few 
medium moist rales were heard at the left base 
with some bronchovesicular breathing. The ab- 
domen was soft. The liver dullness was down 
2.5 centimeters in the midclavicular line. Both 
lower legs were cold, dusky, with a pallid ey- 
anotic hue. The feet were not stone cold, how- 
ever, and there was a tinge of pink in each foot 
which blanched readily on pressure and quickly 
returned. The dorsalis pedis, popliteals and 
femorals were not palpable on either side. There 
was some hyperesthesia to pinprick. 

Examination of the urine showed a specific 
gravity of 1.030, with a slight trace of albumin 
and large numbers of white blood eells. The 
blood showed a red cell count of 4,370,000, a 
hemoglobin of 70 per cent, and a white cell count 
of 12,000, 88 per cent polymorphonuclears. ‘The 
stools were negative. A Hinton test was nega- 
tive. The non-protein nitrogen was 31 milli- 
grams. 

Electroecardiogram showed sino-auricular 
tachveardia, rate 120, left axis deviation and in- 
verted T. 

A note was made on the fourth day that both 
legs and feet had cleared remarkably well. There 
was no cyanosis and the numbness had almost 
entirely disappeared. No pulsations, however, 
could be felt in any of the arteries. On the sixth 
day digitalization was begun. Twelve days after 
admission the heart sounds were poor but the 
chest was remarkably clear. There was no cya- 
nosis or edema. She became markedly disori- 
ented and confused, was unable to foeus her 
eyes, and on the eighteenth day she became al- 
most comatose. Her temperature, pulse and 
respirations gradually began to rise, finally 
reaching 105°, 158 and 68 respectively on the 
twenty-fourth day, the day of her death. 

DIFFERENTIAL DIAGNOSIS 


Dr. Wituiam B. Breep: The first part of 
the history is a fairly straightforward picture 
of either actual kidney disease or of low fune- 
tioning kidneys associated with hypertension 
that cannot stand pregnancy. If she had not 
become pregnant she might perfectly well have 
gone for a long time with these kidneys. There 
are a great many women who have kidneys that 
will funetion under normal conditions so that 
they do not have any symptoms referable to 
high blood pressure until a lot later; but the 
added burden of pregnancy gets them into trou- 
ble. She probably had some essential hyper- 
tension ten years before she became pregnant. 
Then with this story of various pregnancies 
and break down in function of the kidneys she 
went along pretty well until she began to get 


into trouble from the hypertension itself, and 
now we read of beginning trouble with the heart 
on the basis of long-standing hypertension. 

‘The day before admission she experienced 
sudden pain in the chest and numbness in both 
legs.’” That of course brings up the question 
of dissecting aneurysm on the basis of long- 
standing hypertension with or without some 
coronary disease. Until you get to the point 
where this sudden episode occurred the day be- 
fore admission, your attention is focused on 
the question of angina on the basis of coronary 
disease, and of the possibility of her having 
had a month before a small coronary thrombo- 
sis; but there is not enough evidence to tell 
you whether she did have it or not. The last 
episode is certainly suggestive of dissecting 
aneurysm. 

There is an arteriosclerotic family history 
here, but the ages mentioned are so advanced 
that it is not really significant, it seems to me, 
from a hereditary point of view. If her par- 
ents had died in the fifties with evidence of 
arteriosclerosis I think the hereditary factor 
would be of more importance. 

What else have we to consider in this history 
as regards differential diagnosis? Of course, 
you can put down on paper any number of pos- 
sibilities, such as gall stones or pulmonary in- 
faretion, which might have caused this acute 
episode but it does not seem to me worth while 
making such a broad differential diagnosis; but 
the story on the whole seems pretty straightfor- 
ward on a cardiovascular basis. 

The physical examination confirms the gen- 
eral impression that we get from the history; 
namely, that she probably had some coronary 
disease on the basis of long-standing hyperten- 
sion, or perhaps a dissecting aneurysm. An 
electrocardiogram would help us a good deal 
in ruling in or out coronary disease here. Her 
blood pressure stays up well. She has not had 
a severe coronary thrombosis, presumably, be- 
cause the blood pressure is reasonably high; al- 
though of course we do not know what it was 
when she had her accident. 

It is very interesting to see that the renal 
function, at least as measured by the nitrogen 
retention test, is as good as it is with that long 
history in the past of fairly acute renal insuffi- 
ciency during pregnancy. She had probably 
had some albuminuric retinitis. It is remark- 
able how the kidneys will stand a thing like that 
and return to pretty good function. I think 
this is unusual, however. One would expect 
that kidneys which had been put to such a strain 
would not be so good as they are now. 

Unless there is something very unusual and 
hidden in this story it seems to be pretty 
straightforward. It would be interesting to 
speculate as to what sort of kidneys you will 
find here. I think you will find rather small 
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white kidneys and no acute glomerulonephritis. 
You will find some coronary disease, possibly an 
old small coronary occlusion, but I should say 
no fresh infaret. I should think there might 
well be a dissecting aneurysm extending a good 
way down the aorta, possibly down into the 
iliaecs, although inasmuch as the leg has cleared 
somewhat, one is led to believe that the dissec- 
tion does not extend down into either of the 
iliacs. It shut off the circulation however to 
the extent that it could not be felt. 


A Puysictan: What do you think about the 
urinary sediment? 

Dr. BREED: The large number of white cells 
does not interest me at all. Presumabiy there 
are no casts or red blood eells. You have to 
assume that. The albumin might perfectly well 
be on the basis of chronic passive congestion. I 
do not think that would lead me to make a diag- 
nosis of glomerulonephritis or an acute process. 
I still think she has a small white kidney. 

A Puysictan: How about nephrosclerosis? 

A Puysician: Should she not have a low 
specifie gravity? 

Dr. Breep: I think that is a perfectly good 
point. There is a high specific gravity. 

A Puysictan: It is of thirty years’ duration. 

Dr. Breep: Yes, it is a long time. It is pos- 
sible that you will not find very much vascular 
nephritis so to speak. But if you do find any- 
thing, that is the type of abnormality you will 
find. Maybe the kidneys are not bad. 

A Puysictan: Is it possible that when she 
had the pregnancy some of each kidney was 
infareted but there was left enough good kid- 
ney tissue to take care of things pretty well? 

Dr. Breep: I am not quite clear about in- 
farction of the kidney in relation to this sort 
of story. Are you, Dr. Mallory? 

Dr. Tracy B. Mauuory: I have seen one 
ease of massive infarction of the renal cortex of 
both kidneys during pregnancy. It is a very 
rare but recognized condition. 

A Puysictan: Do you associate infarction of 
the kidney with this kind of story of pregnancy? 

Dr. Mauuory: The condition is not one of 
isolated infarets, single or multiple, such as are 
seen in embolism but rather a massive necrosis 
of the whole cortex, a condition which could 
hardly be survived. There is one case on record 
where massive necrosis of the renal cortex was 
proved by biopsy yet the patient got well. I 
think one must assume, however, that the necro- 
sis was incomplete. 

Dr. Breep: If you got to the point of mas- 
sive necrosis of the renal cortex you would not 
have this story of ten years’ freedom? 

Dr. Mauiory: No. One of the theories of 
the pathogenesis of the pregnancy kidney is 
that a diffuse arterial spasm oceurs which lasts 
long enough to cause more or less degeneration 
of the cortex, usually slight, occasionally mas- 
sive, according to this hypothesis the pregnancy 


kidney represents a reaction to local cireula- 
tory lack brought on by very persistent spasm 
in the smaller renal vessels and the results can 
naturally be very variable depending on how 
long the spasm lasts. 

Dr. Breep: So that she might have had 
periodic spasms associated with pregnancy and 
not enough to do permanent damage to the 
cortex. I will be willing to say that maybe the 
kidneys are not bad except that they will show 
some result of long-standing hypertension. She 
is still relatively young, only fifty-one. 

Dr. Mautuory: I should like to ask one ques- 
tion of Dr. Breed. Would he not consider it un- 
usual that she should live so long after the acute 
episode if she had a dissecting aneurysm? 

Dr. Breep: As I have said, I assume be- 
cause of the improvement after the accident 
that the dissection was not very low but shut 
off enough circulation to prevent feeling the 
arterial beat. 

Dr. Mauuory: Dissecting aneurysm, as we 
have seen it here, has been a pretty rapidly 
lethal disease, three to six days. 

A Puysician: Might she not have showered 
emboli from vegetations upon a valve? She 
shows some mental symptoms toward the end. 
She became disoriented and confused and could 
not focus her eyes, and had paresthesia, too. 

Dr. Breep: I think that is a perfectly good 
suggestion, that this woman had vegetations in 
her left auricle and that she did shoot off some 
emboli. That is perfectly reasonable. 

I think I shall have to retract and put it on 
the basis of vegetations and emboli and throm- 
bosis in the peripheral vessels. 


CLINICAL DIAGNOSES 


Hypertensive and coronary heart disease. 
Coronary thrombosis. 

Cerebral embolism. 

Arterial (bifurcation of aorta) embolism. 


Dr. B. Breep’s DIAGNOSES 


Hypertensive and arteriosclerotic heart dis- 
ease. 

Mural thrombi—left auricle. 

Emboli in peripheral vessels. 

Old coronary occlusion. 


ANATOMIC DIAGNOSES 


Coronary thrombosis. 

Mural thrombus, left ventricle. 

Ball thrombus, left auricle. 

Thrombosis of the abdominal aorta, common 
iliac and internal iliae arteries. 

Cireulatory insufficiency, both lower extremi- 
ties. 

Renal infarction, right. 

Arteriosclerosis: coronary and aortic. 

Arteriolarsclerosis: pancreatic, splenic and 
renal. 
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PatuHoLoaic Discussion 


Dr. Matuory: We had one dramatic case of 
dissecting aneurysm that started off with a his- 
tory almost identical with this and I am sure 
that was in Dr. Breed’s mind. However, this 
woman did not have one. She had a very se- 
vere arteriosclerosis which involved the aorta 
and the coronaries, and a branch of the left 
descending was completely occluded. There 
was a fresh infarct of the heart, possibly a month 
old, with a thrombus overlying it. There was 
also another thrombus in the left auricle. The 
aorta from just below the renal arteries was 
completely filled with fairly old blood-clot that 
was beginning to organize. It must have been 
present from the history about three weeks. It 
had run down into both iliaes and part way 
into both femorals. 


The heart in spite of thirty years of hyper- 
tension was not hypertrophied. The weight was 
only 325 grams. The kidneys were somewhat 
small, 175 grams; but she was a very small 
woman so that is probably not so much atrophy 
as the weight would suggest. I should imagine 
that for an average-sized individual this would 


correspond with kidneys about 200 grams in 
size. Microscopically they show a benign type 
of vascular nephrosis, not particularly severe, 
nothing acute about it; exactly the kidney you 
would expect to find with long-standing, not 
too severe hypertension. 

Dr. Breep: There is nothing to give any lead 
as to what the acute episodes in the previous 
pregnancies may have been? 

A Puysictian: What did the valves show? 

Dr. Mauitory: They were perfectly normal. 
The embolus came of course from the left 
heart, but I cannot say whether it was from 
the auricular or the ventricular thrombus. 

Dr. Breep: That is what I was going to ask 
you, Dr. Mallory. How do you explain thrombi 
in the auricles when there is no directly under- 
lying infarct? 

Dr. Matuory: Of course, in any ease in 
whom there is prolonged heart failure with 
marked dilatation of the auricles and especially 
fibrillation you get enough stagnation of blood 
to make thrombosis fairly probable. But in a 
ease like this where you never found a symp- 
tom of heart failure, and no fibrillation, I find 
it much harder to explain. Perhaps she had 
fibrillated at some time. 
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THE BERGER RHYTHM AND BRAIN 
PHYSIOLOGY 


THE brain is in a cortiuvous state of elec- 
trical unrest. Hans Berger, in revert years, 
has been able to record the action potentials of 
the brain and to demonstrate that under stand- 
ard conditions they are fairly regular in time 
and equal in intensity. In other words, by the 
use of suitable amplifying and recording de- 
vices, a continuous series of rhythms of electri- 
eal potential, justly called by Adrian and others 
the Berger rhythm, may be measured and re- 
corded. These action currents of the brain are 
comparable to those of the heart which are vis- 
ualized by means of the electrocardiogram. The 
new method is termed ‘‘electroencephalog- 
raphy’’. The currents may be led off directly 
from the brain by electrodes inserted in it, but 
may be almost equally well obtained from elec- 
trodes placed on the scalp. Thus a method has 
been devised of studying the electrical activity 
of the brain with an apparatus comparatively 
easily set up. 


The results have been curiously uniform in 
the hands of various workers. The waves of 
electrical activity of the brains of different in- 
dividuals appear similar in their general form, 
although there may be variations in amplitude. 
Adrian finds a focus of response in the occip- 
ital lobe which may shift from time to time 
and be greater in some persons than in others. 
When sensory stimuli induced by sudden lieht 
or noise intervene, the rhythmie waves immedi- 
ately decrease greatly in amplitude. Thinking 
decreases the size of the waves, but in spite of 
the many things which decrease or distort them, 
‘fat rest’? the rhythm is extremely uniform. 
Few facts at present are known about this sur- 
prising electrical rhythm, but as a method of 
physiologival experimentation it would seem 
that we have a new and important procedure 
with which to attack the age-old problem of 
brain function. 

The effects on the Berger rhythm by disease 
processes have begun to be studied. Professor 
Otfrid Foerster of Breslau has used electroen- 
cephalography as a means of localizing brain tu- 
mors. The work is only in its earliest stages 
of development and no conclusions of its value 
can be reached at the present time. Work on 
epilepsy, however, has progressed farther, espe- 
cially in the hands of Boston investigators. 
Working in the Department of Physiology of 
Harvard Medical School, Drs. Fred Gibbs, Hal- 
lowell Davis and William G. Lennox have con- 
ducted a series of researches on patients with 
epilepsy. Dr. Lennox presented a résumé of 
their results at the Second International Neuro- 
logical Congress, held in London in August of 
this year. 

These studies were largely made on patients 
with petit mal. A normal Berger rhythm was 
obtained during quiescent pericds, with the 
exceptions noted below. Proceeding or accom- 
panying the attack, however, the rhythm was 
greatly distorted, there being a burst of elec- 
trical potentials about ten times the voltage and 
about one-fifth the frequency of the patient’s 
usual potentials. When clonic movements were 
present, they were synchronous with the large 
waves; but similar voluntary movements were 
unattended by differences in electrical potentials. 
It is interesting to note, moreover, that the form 
of the large waves was individual for each pa- 
tient and that some patients, symptom free, 
showed small disturbances of rhythm suggestive 
of laval or sub-threshold seizures. States of al- 
kalosis or anoxemia caused the waves to be- 
come slower and larger and if continued till a 
seizure was induced, the action eurrents were 
identical with those which accompanied the 
patient’s spontaneous seizures. 


.New light is thus thrown upon the compli- 
cated problem of the epileptic seizure. Of par- 


ticular interest are the observations of sub- 
threshold attacks, a point often considered in 
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the past but never previously demonstrated. 
That this new method will open up a wide field 
of investigation of brain function, both normal 
and abnormal, appears to be a justifiable con- 
clusion from these preliminary studies. 


ALLERGY AND “‘THYMIC”? DEATH 


A DEGREE of temerity, brazenness or igno- 
rance is necessary even to raise again the ques- 
tion of the enlarged thymus, thymic death or 
status lymphaticus. The subject has been ar- 
gued from A to ampersand, and the proponents 
of the theory of thymic death have been rele- 
gated by the majority of latter-day investigators 
to a limbo inhabited by the Druids of old and 
any other upholders of mysticism and super- 
stitious beliefs. The enlarged thymus has been 
demonstrated by Boyd and others to represent 
the normal size of the organ in a state of health, 
and Farber has shown that certain cases sup- 
posedly dying from status lymphaticus had ace- 
tually succumbed to an acute streptococcus in- 
fection. 


As is natural with such a sudden and spec- 
tacular type of demise, hyperallergy and anaphy- 
lactic shock have received their share of atten- 
tion, and this thesis Waldbott! supports in an 
article entitled The Allergic Theory of So- 
Called Thymie Death. Waldbott, having noted 
on several occasions in allergic families sud- 
den death which presented the clinical and 
pathologic characteristics of so-called thymic 
death (enlargement of the thymus gland and 
other lymphoid tissue and a decrease of medul- 
lary substance of the adrenals), reviewed a se- 
ries of 104 autopsics in which the diagnosis of 
thymie death had been made. Sixty of these 
cases were excluded because there were suffi- 
cient other indications to account for death. 
Of the remaining forty-four, all showed uni- 
form changes in the lungs; namely, edematous 
hemorrhagic areas into the alveoli with a more 
or less severe degree of necrosis. Traumatic 
emphysema alternating with atelectasis was ob- 
served, and occasionally eosinophil cells were 
present. In some cases a secondary enlarge- 
ment of the right heart appeared to be present, 
and in some hypoplasia of the medullary portion 
of the adrenals was noted. 


These lesions are strikingly different from 
those of true bronchial asthma, but they are 
those described as the most characteristic 
changes in the pathology of anaphylactie shock 
in man, corresponding accurately with those de- 
seribed in death following the administration 
of tetanus antitoxin. The deductions drawn by 
this author are that enlargement of the thymus 
gland may constitute a preallergiec phenomenon, 
since true allergic symptoms frequently develop 
in later years in children who had formerly 


had roentgen evidence of an enlarged gland, and 
that ‘‘thymie death’’ represents a preallergic 
phenomenon that is probably identical with 
anaphylactic shock. 

It is beyond the boundaries of common sense 
to assume that all cases of sudden death in child- 
hood attributed to the thymus gland are due 
to hyperallergy or to any single cause; it is 
more than reasonable to admit that anaphylac- 
tie shock may play the decisive part in many 
of them. 

REFERENCE 


1. Waldbott, G. L.: J. A. M. A. 105: 657 (Aug.) 1935. 
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‘‘Evolution or Revolution.’’ Page 757. Ad- 
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ment of Health 1934-, and New Haven Depart- 
ment of Health, New Haven, Conn. His sub- 
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Page 760. Address: Department of Health, 
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kins University School of Medicine 1931. Sur- 
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Cc. J. KickHam, M.D., R. 8S. Trros, M.D., 
Chairman Secretary 
524 Commonwealth Ave., 472 Commonwealth Ave., 
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TREATMENT OF CANCER OF THE FUNDUS 
OF THE UTERUS 


In determining what line of treatment should 
be undertaken in a case of cancer of the body 
of the uterus, one must begin by considering 
what therapeutic procedures are possible. Treat- 
ment in some form is necessary since the disease 
does not spontaneously disappear. 

One thinks of cancer as due to some perver- 
sion of the vital processes of the body cells. On 
this account there arises the hope that in some 
way, at some time, cancer can be controlled by 
modifying the activity of living cells. Various 
chemicals, especially in the form of elements, 
have been suggested and tried. In spite of 
much experiment no foundation for the realiza- 
tion of this hope has been discovered. Although 
some favorable results in dealing with cancer 
in lower animals have been obtained, chemother- 
apy offers, as yet, nothing for the human pa- 
tient. 

Radiotherapy is more hopeful. As a rule the 
type of carcinoma found in the body of the 
uterus is somewhat radiosensitive, but an ob- 
stacle to effective treatment by this means is 
the practical difficulty of getting the radium 
close to the growth. If the growth is massive, 
or if a small growth is associated with myomata 


*A series of short selected articles by members of the Settion 
will be published weekly. 

Comments and questions by subscribers are solicited and 
will be discussed by members of the Section. 


which deform the uterus, it is not a reasonable 
expectation that the rays will be thoroughly ef- 
fective. If the growth is small, and the uterus 
not enlarged, the method may be curative, as 
shown by recorded cases. 

More hopeful than radiotherapy is operation, 
removal of the whole uterus with tubes and 
ovaries. This has given the best gross and cor- 
rected results. 

What should be done in some specific ease 
depends on not only the resources of treatment 
but also on the case. If the risk of operation! 
seems great because of some contraindication as 
obesity, or heart or kidney disease, it may be 
better to try radiotherapy; x-ray is steadily be- 
coming a more effective supplement to radium 
in the uterine cavity. If the risk of operation 
seems not too great, vaginal or abdominal hyster- 
ectomy should be employed. As a considerable 
proportion of these patients have never given 
birth to a child, the vaginal approach is likely 
to offer more difficulty than in a multiparous 
woman. Whether vaginal or abdominal hyster- 
ectomy is performed, the cervical canal should 
be closed by sutures to prevent escape of uterine 
contents during manipulation. The growth may 
prove to be more extensive than was suspected 
at first so that vaginal hysterectomy may be- 
come complicated by involuntary morcellation, 
necessary because of undue traction, but it is a 
dangerous procedure. It is not necessary to 
make a wide resection of parametrial tissue at 
panhysterectomy. Metastasis is not common 
and progress of the disease is usually by direct 
extension. The course of the round and especial- 
ly of the ovarian ligaments should be scrutinized 
closely for growth. It is very unusual to find 
outward growth as low as the level of the uter- 
ine artery where it crosses the ureter. 


The results of treatment should be studied 
critically. Operation gives the higher imme- 
diate mortality and more ultimate cures. Radio- 
therapy may be followed by considerable gen- 
eral disturbance. Some patients who have had 
radiotherapy and later operation, have said 
that the former procedure made them feel 
worse than did the operation. Perhaps nar- 
cotics have produced this mental reaction. Pyo- 
metra and sepsis may follow radium. In any 
ease its use is not to be undertaken lightly. 

A word should be said as to the treatment 
of the patient before the lines of therapy noted 
above are considered: it is to make sure the 
patient has cancer of the fundus of the uterus. 
This disease has no characteristic symptoms. 
Therefore any patient who has symptoms which 
are found with cancer of the body of the uterus 
may have that disease. In the present state 
of knowledge of the possibility of danger, it is 
criminal neglect to refuse to find out what is 
wrong and to throw out a smoke sereen called 
‘‘change of life’’. Every year the use of this 


smoke screen by physicians costs many women 
their lives. 
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THIRD ANNUAL POSTGRADUATE MEDICAL 


EXTENSION COURSE 


The following sessions have been arranged by the 
Committee for the week beginning October 20: 


Barnstable 
Sunday, October 20, at 4:00 P.M., at the Cape 


Cod Hospital, Hyannis. Subject: Cancer of 
Stomach; Bowel and Genito-Urinary Tract. 
Modern Care of the Inoperable and the Incur- 
able; the Development of Improved Meth- 
ods of Caring for these Cases with Less 
Pain and Discomfort with Minimum of Drug 
Therapy. Instructors: I. J. Walker and 
F. H. Colby. J. I. B. Vail, Chairman. 


Bristol South (Fall River Section) 
Monday, October 21, at 4:00 P.M., at the Ste- 


vens Clinic of the Union Hospital, Prospect 
Street, Fall River. Subject: Neurological 
Aids in the Diagnosis and Treatment of 
Disease from the Medical Viewpoint. Prob- 
lems of History and Examination with Spe- 
cial Reference to (a) Neurosyphilis, Multi- 
ple Sclerosis and Other Degenerative Con- 
ditions. (b) Diseases with Acute Onset, 
such as Meningitis and Cerebral Accidents. 
Instructor: H. R. Viets. Eugene A. Mc- 
Carthy, Sub-Chairman. 


Essex North 
Friday, October 25, at 4:00 P.M., at the Hotel 


Bartlett, 95 Main Street, Haverhill. Sub- 
ject: Cancer of Stomach; Bowel and Genito- 
Urinary Tract. Modern Care of Inoperable 
and the Incurable; the Development of Im- 
proved Methods of Caring for these Cases 
with Less Pain and Discomfort with Mini- 
mum of Drug Therapy. Instructors: E. G. 
Crabtree, C. C. Lund and H. F. Friedman. 
Francis W. Anthony, Chairman. 


Essex South 


Tuesday, October 22, at 4:00 P.M., in the Nurses’ 


Home of the Salem Hospital, Salem. Sub- 
ject: Cancer of Breast and Uterus; Sar- 
comas of Bone; Lymphoma and Leukemia. 
Their Early Diagnosis. Discussion of Life 
History of Cancer and Grades of Malig- 
nancy. Instructors: J. V. Meigs, C. E. 
Dumas and Dudley Merrill. Walter G. Phip- 
pen, Chairman. 


Hampden 


Thursday, October 24, at 4:00 P.M., at the Acad- 


emy of Medicine, Professional Building, 20 
Maple Street, Springfield, and at 8:00 P.M., 
at the Holyoke City Hospital, Holyoke. Sub- 
ject: Kidney and Bladder Diseases, A: 
Acute Nephritis — Etiology, Diagnosis and 
Treatment. Nephrosis and Its Treatment. 
(Medical.) Instructor: E. M. Chapman. 


George L. Schadt and George D. Henderson, 
Chairmen. 


Hampshire 


Wednesday, October 23, at 4:15 P.M., in the 
Nurses’ Home of the Cooley Dickinson Hos- 
pital, Northampton. Subject: Cancer of 
Breast and Uterus; Sarcomas of Bone; 
Lymphoma and Leukemia. Their Early 
Diagnosis. Discussion of Life History of 
Cancer and Grades of Malignancy. Instruc- 
tors: G. W. Taylor and E. M. Chapman. 
Robert B. Brigham, Chairman. 


Middiesex East 


Wednesday, October 23, at 4:00 P.M., at the 
Melrose Hospital, Melrose. Subject: Lung 
Diseases: (a) Differential Diagnosis and 
Treatment of Lobar Pneumonia. (b) The 
Surgical Problems of Empyema. Instruc- 
tors: Maxwell Finland and R. H. Overholt. 
Joseph H. Fay, Chairman. 


Middiesex South 


Tuesday, October 22, at 4:15 P.M., at the Cam- 
brigge Hospital, Cambridge. Subjeci: Psy- 
chiatry: Management of Psychic States in 
the Care of General Diseases, Especially 
Chronic Disorders. Subpsychotie States. 
Instructors: G. C. Caner and Maurice Fre- 
mont-Smith. Edmund H. Robbins, Chair- 
man. 


Norfolk South 


Monday, October 21, at 8:30 P.M., at the Quincy 
City Hospital, Quincy. Subject: Diseases 
of the Liver: Hepatitis and Painless Jaun- 
dice. Problems in Diagnosis and Treatment. 
Instructors: Channing Frothingham and 
E. L. Young. David L. Belding, Chairman. 


Plymouth 


Tuesday, October 22, at 4:00 P.M., at the Brock- 
ton Hospital, Brockton. Subject: Ophthal- 
mology and Otolaryngology: (a) The Major 
Hazards in Diagnosis of Diseases of the 
Eye, Ear, Nose and Throat as Seen in Gen- 
eral Practice. (b) Special Treatment in 
Acute Medical and Traumatic Diseases of 
Eye. Emergencies Arising in the Treat- 
ment of the Ear, Nose and Throat. Instruc- 
tors: F. L. Weille and T. Gundersen. W. H. 
Pulsifer, Chairman. 


Worcester North 


Friday, October 25, at 4:30 P.M., at the Bur- 
bank Hospital, Fitchburg. Subject: Syphi- 
lis: Modern Treatment. The Use of Neo- 
salvarsan, Tryparsamid, Bismuth, Mercury, 
Potassium Iodide, etc., in Office Practice. 
Gonorrhea: Treatment of Complications as 
Seen in General Practice. Instructors: O. F, 
Cox, Jr., and A. W. Cheever. Edward A. 
Adams, Chairman. 
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ANTERIOR POLIOMYELITIS CASES FOR 1935 
WEEKLY List, OcToBER 7-11 
City or Town 
Norton oes 5 


Franklin | 
Natick | 
Quincy 2 


Boston 
Malden 
Medford 
Revere 
Somerville 
Watertown 


Haverhill 
Lawrence 1 
Lynn 
Reading 


Adams 


UNITED STATES EMPLOYEES’ COMPENSATION 
COMMISSION 


Washington 
September 19, 1935. 


From: United States Employees’ Compensation Com- 
mission. 

To: State Works Progress Administrators and Fed- 

eral Establishments having Employees receiving 

Security Wages under the Emergency Relief 

Appropriation Act of April 8, 1935. 

Endorsement of Vouchers for Medical, Hospi- 
tal and Allied Services. 

The Rules and Regulations No. 1, issued by the 
Commission July 15, 1935, governing compensation 
and medical treatment for Works Progress Adminis- 
tration employees, requires that all vouchers, Form 
S-69, for medical services and all services in con- 
nection therewith be endorsed by the Local Com- 
pensation Representative. (See Paragraph 15 of 
Rules and Regulations No. 1.) In Federal estab- 
lishments the Official Superior is regarded as the 
Local Compensation Representative for purposes of 
Rules and Regulations No. 1, and the Official Su- 
perior’s endorsement on the Form S-69 will meet the 
requirements of Paragraph 15 of Rules and Regu- 
lations No. 1. 

Many physicians have been submitting vouchers 
and bills for medical treatment direct to the Com- 
mission. This procedure should be discouraged, 
since it results in unnecessary delay and expense 


Re: 


occasioned by the necessity of returning such vouch- 
ers for endorsement by the Local Compensation 
Representative or the Official Superior of the in- 
jured employee, as the case may be. 

All physicians, hospitals, and all others submitting 
charges should be instructed to submit vouchers, 
Form §S-69, to the Local Compensation Representa- 
tive, or in the case of Federal establishments, the 
Official Superior of the injured employee, who in 
turn should see that the services were authorized, 
charges are itemized on Form S-69, and signatures 
are proper, before endorsing the voucher and 
transmitting it to the Commission. Written author- 
ization, if not previously submitted, should accom- 
pany the voucher for services. 

Attention is particularly invited to Sections IV and 
V, Paragraphs 8 to 36 inclusive, of Rules and Regu- 
lations No. 1 for detailed information. 

The earnest codperation of all persons concerned 
is essential to expedite adjustment of medical and 
cther charges by this office. 

Special Bulletin W.P. No. 1. 


CORRESPONDENCE 


WHERE STATE MEDICINE IS A BOON 
Editor, New England Journal of Medicine, 

In the midst of our discussions of the high cost 
of modern specialized medical service, it may be of 
interest to note the existence within a thousand 
miles of Boston of a region where the problem is to 
obtain any medical service at all. The whole world 
is familiar with Dr. Grenfell’s medical mission to the 
fishermen of the Labrador and northern Newfound- 
land. The eastern section of Newfoundland is taken 
care of through close communication with St. John’s, 
but there is a section of the southwest coast which 
is without help from either of these sources. Scat- 
tered along about 150 miles of coast, running east- 
ward from Cape Ray, are a number of fishing vil- 
lages totaling in population some ten thousand 
persons. 

Although distinctly limited in its economic life, 
this region has been settled by English speaking 
people for many generations, and is by no means de- 
void of culture. The children have reasonable op- 
portunities for schooling, at least through the pri- 
mary grades, and the percentage of illiteracy is 
not particularly high. The people are not without 
benefits of the clergy, and every community of 
more than a few hundred people has at least one 
church. Yet medical service is limited to one doc- 
tor in Port-aux-Basques, and the nearest hospital is 
either six hours north on the railroad, or a night’s 
sail across to Cape Breton Island; trains and boats 
run three times a week to these points. 

Transportation along the coast is slow and dif- 
ficult. A regular steamer service runs every two 
weeks, otherwise the only transportation is by fish- 
ing boats, which travel about four or five miles per 
hour at a cost of some twenty cents per mile for 
gasoline alone. Fog prevails about 70 per cent of 


the time, making travel dangerous along the irregu- 
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lar rocky coast, and night travel is utterly impos- 
sible. 

Rose Blanche, a typical community of twelve hun- 
dred people, used to have a doctor and nurse up to 
five years ago. Before the depression, when fish 
commanded a good price, the traditional system of 
private practice was sufficiently remunerative to 
maintain the inhabitants, and the community was 
as well served as it could be by one competent gen- 
eral practitioner. With the coming of hard times 
there began a series of medical economic changes 
which are interesting to compare with the various 
remedies which have been proposed for our own 
difficulties. 

Learning that the doctor was having trouble mak- 
ing both ends meet and was considering leaving 
town, some of the more enterprising of the citizens 
proposed the scheme of having each family pay the 
doctor an annual fee, the only extra charge to be for 
medicine. About half the town joined this scheme, 
and for a year it was quite successful (Health In- 
surance). However, after the first year, many of the 
citizens, finding that they had not needed his serv- 
ices, dropped out of the scheme and things became 
difficult again. As hard times increased, came gov- 
ernment relief in the form of the dole, and when 
those on the relief rolls were sick, the doctor was 
paid by the government for his services (quite sim- 
ilar to our own ERA scheme). 


This system worked reasonably well until the 
doctor became corrupted and was discovered turning 
in to the government larger accounts than the serv- 
ices he had rendered warranted. Then he was dis- 
missed from the town and there has been no doctor 
in residence since. At the present time a single visit 
from the nearest doctor (when he is available) costs 
about forty dollars, which approximates 10 per cent 
of the annual cash income of the average family. 
To go to visit the doctor in his office means a day’s 
trip at a minimum cost of ten dollars, besides the 
doctor’s fee. To get to a hospital takes three days, 
on the average, although there are times when, 
with prompt connections, the trip can be made 
within twenty-four hours. It is small wonder that 
several of the fishermen with whom [ talked had lost 
wife or chiid from appendicitis operated on too late 
to save them. All obstetrics is apparently done by 
one local untrained midwife. 

Into this situation now enters that dread demon, 
State Medicine. The government, taking pity 
of the plight of these people, is now in the act 
of building three cottage hospitals on the coast, and 
has already placed in operation, this last week, a 
hospital ship, carrying the doctor who is in charge 
of these hospitals, and who makes visits in the va- 
rious settlements when summoned, carrying the 
patient to a hospital when necessary. The hospital 
ship is a refitted former New Yorker’s yacht, which 
is well suited to the coast conditions and can reach 
nearly all of the communities along it within a 
few hours’ time. 


As I was passing through this particular town a 
few days ago, I was asked to see a woman who had 


been taken acutely ill that morning with a severe 
infection of her leg. After giving the best advice 
I could, I suggested that they telegraph (wireless) 
for the hospital ship, the Lady Anderson. Two 
hours later, as I was chugging out of the harbor in 
a fishing smack, we passed the Lady Anderson just 
coming in. There was something impressive, even 
thrilling about the sight of that little ship which 
would convince even the most ultraconservative that 
for this particular community, State Medicine was 
going to prove a blessing. 
JAMES H. TOWNSEND, M.D. 


LADIES’ HELPING HAND HOME 
FOR JEWISH CHILDREN 
October 1, 1935. 
Editor, New England Journal of Medicine, 

The Ladies’ Helping Hand Home for Jewish Chil- 
dren desires to call to your attention the continu- 
ance of its health program for undernourished Jew- 
ish children, as announced to you in previous com- 
munications. 

We are, also, equipped to care for those children 
who need convalescent care during their recovery 
from operative procedures and severe illnesses. 

This program includes a definite schedule of med- 
ical care, rest, diet and recreation, under the super- 
vision of our medical, nursing and consulting staffs. 

This service is intended for such worthy patients 
as may come within the above specifications. 

Applications may be procured by writing to the 
Ladies’ Helping Hand Home for Jewish Children. 

Sincerely yours, 
Mrs. Maurice SApers, President. 

35 Chestnut Hill Avenue, 

Brighton, Mass. 


A HANDBOOK OF COMMUNITY RESOURCES 
The Commonwealth of Massachusetts 
Department cf Public Health 
State House, Boston 

September 30, 1935. 
Editor, New England Journal of Medicine, 

There has come to my notice an editorial in a 
recent issue of The New England Journal of Medi- 
cine urging that there be made available for physi- 
cians a handbook of community resources. You 
have pointed out the valuable service rendered lo 
cally by the handbook published by the Muassachu- 
setts General Hospital and have felt that an en- 
largement along this line to serve the State would 
serve a similar purpose. 

Throughout the past year this Department has 
been working on a handbook of this nature, which 
is now in the hands of the printers. We hope it 
will appear as an issue of The Commonhealth during 
the present year and that it will be possible for us 
to send a copy to every physician in the State. 
For various reasons a book published by the State 
cannot cover all of the field included in the Massa- 
chusetts General handbook. At the same time, how- 
ever, it should contain, and we hope that in this 
instance it does, much additional information that 
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more properly belongs in this type of a publication. 
The Department realizes that at best such a pub- 
lication is an incomplete guide to community re- 
sources, but has felt that in this first issue it should 
confine itself pretty largely to public health and 
related subjects rather than to some of the more 
detailed problems that have a personal rather than 
a community bearing. I trust that this handbook 
when it is ready will fill a useful purpose in this 
State. 
Very truly yours, 
Henry D. CHapwick. M.D., 
Commissioner of Public Health. 


SIXTY-SEVEN TAPPINGS 
September 19, 1935. 
Editor, New England Journal of Medicine, 

Apropos of the letter of Dr. Coues in your issue 
of September 12 regarding an epitaph in England 
which he considers an “all time record” of “Tap- 
ping.” This must be true in one way because 310+ 
gallons in 28 operations would mean an average of 
somewhat over 11 gallons a tap. 

I venture to send you a copy of an epitaph on a 
gravestone, in an old churchyard at Kensington, 
N. H. It is partly obscured but I am able to make 
out the following words: 

Benjamin Rowe, Esq. 
who after a life of great suffering departed 
.. . 1790—in the 71st year of his age. 
He was tapped 67 times and from his body 
was drawn 2385 pounds of water. 
Very truly yours, 
THoMaAsS W. LUCE. 
Portsmouth, N. H. 


RECENT DEATHS 


FITZ-SIMMONS — Henry JosepH 
M.D., of 857 Centre Street, Jamaica Plain, and an 
office at 370 Commonwealth Avenue, Boston, died 
at his home, October 5, 1935. Dr. Fitz-Simmons was 
born in 1880 and graduated from the Harvard Medical 
School in 1908. 

He joined the Massachusetts Medical Society in 
1910 and was also a Fellow of the American Medical 
Association and the American College of Sur- 
geons. He specialized in Orthopedic Surgery, and 
served on the Staff of the Children’s Hospital since 
1912. 


MAY—JoHN SHEPARD May, M.D., of 20 Lockstead 
Avenue, Jamaica Plain, with an office at 90 Warren 
Street, Roxbury, died suddenly October 10, 1935. 

Dr. May was born in Augusta, Maine, in 1870, the 
son of John H. and Ellen F. (Guild) May. His pre- 
liminary education was acquired in the public 
schools of Augusta and the Boston Latin School. 
He graduated from Bowdoin College in 1893 and 
from the Jefferson Medical College in 1897. After 


receiving his medical degree, he settled in Roxbury 


where he practiced the remainder of his life. He 
was a Fellow of the Massachusetts Medical Society 
and the American Medical Association and a mem- 
ber of the West Roxbury Medical Association. 

Dr. May is survived by his widow, Mrs. Helen E. 
(Lovell) May; a sister, Mrs. C. H. Blackington, of 
Weymouth, and a brother, Charles L. May, of Win- 
throp. 

PARKER—WatLrer Henry PARKER, M.D., of Brew- 
ster, Massachusetts, died suddenly at his home, 
October 12, 1935. He had practiced in Dorchester, 
Massachusetts, previous to 1925. 

Dr. Parker was born in 1872 and graduated from 
the Baltimore Medical College in 1896. He joined the 
Massachusetts Medical Society in 1899. 

He began his practice in Coventry, Vermont, his 
native town, but soon moved to Dorchester, Mass- 
achusetts, where he built up a large practice. 
He was prominent in Masonic and Odd Fellow So- 
dieties. 

Dr. Parker is survived by his widow, Mrs. Ida 
(Creelman) Parker, and two daughters, Mrs. Made- 
line P. B. Fee of Hartford, Connecticut, and Mrs. 
Isabelle P. Rice of Medford, Massachusetts. 


MacDONNELL-—Jonn MacDonne tt, M.D., of 536 
Broadway, South Boston, died at his home, October 
11, 1935, after a long illness. He was born in Ire- 
land, the son of Matthew and Mary (Farley) 
MacDonnell. 

He received his M.D. degree from the College of 
Physicians and Surgeons (Boston) in 1894 and 
settled in South Boston. 

He is survived by three sons, five daughters, a 
sister and two brothers. 


OBITUARY 


DR. JOHN J. MANGAN 


In the passing of Dr. John J. Mangan, the Staff 
of the Lynn Hospital loses one of its oldest, as well 
as one of its most conscientious members. 

Dr. Mangan, for a long period, devoted his pro- 
fessional activities to Pediatrics and for many years 
served the hospital in this department. His inter- 
est was sincere, and his handling of these little pa- 
tients was always gentle and considerate. 

Above all else, Dr. Mangan was a scholar, and 
wrote upon a variety of subjects. His magnum opus 
was his life of Erasmus, in the preparation of which 
he spent several years traveling extensively in 
Europe, tracing and visiting the various abodes of 
this noted Ecclesiastic. 

This monumental work brought to him the world- 
wide recognition of scholars, and for his achieve- 
ment he received both honorary degrees and medals, 

By his colleagues he is best remembered for his 
mild and courteous demeanor and his earnestness 
of purpose. 

The Staff has lost a scholarly and cultured mem- 
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ber, and the hospital a faithful worker and an in- 
fluential friend. 
WILLIAM T. Hopkins, M.D., 
Memorial Committee. 


_ 


NOTICES 


MEDICAL CLINIC AND STAFF ROUNDS AT THE 
PETER BENT BRIGHAM HOSPITAL 


At 3:30 P.M. on Thursday, October 24, in the 
amphitheater of the Peter Bent Brigham Hospital, 
Dr. Henry A. Christian, Physician-in-Chief, Hersey 
Professor of the Theory and Practice of Physic in 
the Harvard Medical School, will give a medical 
clinic. To it are cordially invited practitioners and 
medical students. These clinics will be repeated 
on Thursdays, October to May. 

On Saturdays in the wards of the Peter Bent 
Brigham Hospital, from 10 to 12, staff rounds will 
be conducted by Dr. Christian. 


ANNOUNCEMENT 


Jacos I, AprAms, M.D., has opened an office at 311 
Commonwealth Avenue, Boston. 


BOSTON UNIVERSITY SCHOOL OF MEDICINE 
SURGICAL CLINICS AT THE BOSTON CITY 
HOSPITAL 


Friday, October 18, 12-1, Cheever Amphitheatre. 

Dr. Arthur R. Kimpton, Surgeon-in-Chief, Fourth 
Surgical Service, Boston City Hospital, will talk on 
“The Surgery of the Spleen.” 

Physicians and medical students are invited. 


Friday, October 25, 12-1, Cheever Amphitheatre. 

Dr. William R. Morrison, Associate Professor of 
Surgery, will present the following cases: 

1. Perforated ulcer of the stomach and duodenum. 

2. Pancreatitis. 

3. Empyema of the gallbladder. 

Physicians and medical students are invited. 


A DOCTOR WANTED 


Chebeague Island, Maine, is in need of a good 
physician at once. The town pays @ yearly salary 
of $1,000 in addition to what a doctor can earn. The 
winter population is around 400 with an additional 
1,000 in the summer season. Apply to the Select- 
man. 


REPORTS AND NOTICES 
OF MEETINGS 


FAULKNER HOSPITAL CLINICAL MEETING 


The October clinical meeting was held on Thurs- 
day, October 3, at 5:00 P.M. at the hospital. 

During the summer an unusual number of cases 
have come to autopsy in which thrombosis of arter- 


ies or veins had been the primary disease which 
eventually led to death. Three cases from this 
group were selected, the oldest seventy-eight years 
of age and the youngest thirty-three years of age. 
In the patient seventy-eight years of age, short- 
ness of breath was the first symptom and within 
a few days the patient had died with what was 
presumed to be myocardial weakness and terminal 
bronchopneumonia. At the postmortem examina- 
tion, pulmonary infarctions were present and were 
the cause of death. These infarctions came from 
emboli which originated in the uterine and pelvic 
veins. No cause for the primary thrombosis in 
these veins could be made out. Another patient 
about fifty years of age entered the hospital in a 
comatose condition. Examination of the nonpro- 
tein nitrogen in the blood ruled out uremia and it 
was felt that the patient had some type of vascular 
accident within the skull. At postmortem examina- 
tion a thrombosis of an artery at the base of the 
brain with softening of the area supplied by this 
artery was found. No cause for the thrombosis 
was made out. The third case was in a young man 
of thirty-three years of age who had gradually in- 
creasing shortness of breath with sudden attacks of 
dyspnea and cyanosis over a period of six weeks. 
The possibility of coronary thrombosis was consid- 
ered during life. At autopsy old and fresh infarc- 
tions of the lung were found with a large embolus 
in the pulmonary artery. Some hypertrophy of the 
right side of the heart was present. The source of 
the emboli was from prostatic veins and the veins 
around the rectum. There were no hemorrhoids. 
No cause was made out why thrombosis should have 
taken place in these veins. The hypertrophy of the 
right side of the heart was of interest. Although 
some of the infarctions were probably of six weeks’ 
duration, an x-ray picture of the chest taken three 
weeks before death did not suggest any appreciable 
infiltration in the lungs except for one small area. 
It is interesting to speculate if this hypertrophy of 
the right side of the heart could have developed 
within two or three weeks as the increased re- 
sistance to the circulation in the pulmonary arter- 
ies gradually developed over that time. 


Following the presentation of these cases Dr. 
Eugene E. O’Neil talked about certain features of 
vascular disease. He was unable to throw any light 
upon the etiology of this type of thrombosis in 
veins and arteries but took up the problem of the 
prevention of thrombosis in general, especially post- 
partum and postoperative. He emphasized the im- 
portance of placing the patient in the Trendelen- 
burg position with an elevation of ten to twelve 
inches if it was practical in relation to the type of 
operation. He urged active and passive exercises 
as soon as possible after the operative procedure. 
He has found practically no value in the use of 
drugs and is not convinced that thyroid extract or 
hirudin are of any reai use. He considers that the 
reduction of trauma at the time of operation has 
been overemphasized and doubts the importance of 
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infection and seems to think that there is as much 
thrombosis in non-infectious cases as in infectious 
ones. After thrombosis has developed, he feels that 
the procedure varies with the location of the throm- 
bosis, and separates a thrombosis in superficial veins 
from that in the deep ones. Although emboli from 
thrombosis in superficial veins frequently produce 
pulmonary infarctions, these infarctions are rarely 
fatal. On the other hand, if it is possible to tie 
the vein above the thrombosed area he recommends 
doing so and in occasional instances, he favors in- 
jecting into the vein a sclerosing substance between 
the clot and the blood stream returning to the heart. 
In thrombosis in the deeper veins he favors motion 
in the active stages rather than fixation of the part. 

Then Dr. Jchn Homans gave his views about 
thrombosis and like Dr. O’Neil did not have any 
suggestions in regard to what is the real etiological 
factor in these cases. He called attention to the 
fact that thrombosis is increasing and thought it 
might be due to stasis produced by keeping pa- 
tients too quiet. He emphasized that dehydration, 
trauma and general debility were contributing fac- 
tors. When trauma is a factor in thrombosis he 
euggested the possibility of some substance from 
the injured muscles being a factor in production 
of thrombosis. He reported on the work of Dr. 
Frederick W. Bancroft of New York, who in his at- 
tempts to prevent thrombosis after surgical pro- 
cedure is careful not to place any tight dressings 
on his wounds. Dr. Bancroft also favors starting 
up peristalsis early and paying particular attention 
to the avoidance of dehydration. Furthermore, this 
surgeon recommended the use of sodium-thiosul- 
phate intravenously not only as a preventive meas- 
ure against coagulation but even after thrombosis 
has developed. Dr. Homans gave the impression 
that he was not quite so much in favor of active 
motion during the early stages of a deep phlebitis 
as Dr. O’Neil appeared to be, but rather favored 
giving a chance for the process to subside during 
a rest period. He thought the term propagating 
thrombus was unfortunate because it implied that 
the process was still one of thrombosis when in 
reality the propagating thrombus is really a clot- 
ting of the blood in the main blood stream. If the 
process of thrombosis extends to a large vein with 
an active btlood current, at this point the process 
either stops or else clotting occurs in the main 
blood stream and this clotting frequently develops 
into a pedunculated blood clot swinging in the 
blood stream. When this takes place embolus is 
sure to eventually develop unless the vein is tiea 
off proximal to the clot. These large clots are the 
ones that produce fatalities by emboli. Dr. Homans 
also called attention to the length of time a good-size 
embolus can persist at the bifurcation of the pul- 
monary artery without causing complete obstruc- 
tion and death. In some of his cases the evidence 


pointed to the embolus having been at this point 
for a matter of days or even weeks before finally 
causing death. 


THE CARNEY HOSPITAL CLINICAL MEETING 


The second clinical meeting of the Carney Hos- 
pital was held October 7, 1935, at 8 P.M. Dr. Wil- 
liam J. Macdonald spoke on “The Diagnosis of Com- 
mon Skin Diseases.” His talk was profusely illus- 
trated with lantern slides. Dr. Macdonald empha- 
sized the important réle played by eczema in the 
practice of the dermatologist. This disease com- 
prises forty per cent of the work in the average 
dermatological clinic. He stated that eczema could 
not be classified as a simple infection. Idiosyncra- 
sies and allergy are the etiological agents behind 
a great many of these cases. Dr. Macdonald illus- 
trated the damage done by face powders, perfumes, 
jewelry, furs, plants, and food products. He was 
very emphatic in expressing his belief that it was 
highly important to have an internist in consulta- 
tion on a great many dermatological patients. 

Dr. Louis E. Phaneuf spoke on “The Diagnosis 
and Management of Pelvic Inflammation.” He 
stated that this condition is the most important of 
the seven large gynecological divisions. Tuberculo- 
sis and gonorrhea are the commonest infections in 
the female genital urinary tract. He divided the 
general pathology into three subdivisions; the acute, 
the spreading, and the degenerative. In the first 
two stages conservative treatment is the ideal. In 
the third an operation is usually necessary. Fifty 
per cent of his patients do not come to operation 
when treated by the standard conservative meth- 
ods. He also spoke on the vaginitis caused by the 
Trichomonas vaginalis and gave several methods 
of treatment. He gave examples from his own pri- 
vate practice and showed analytical lantern slides. 


WILLIAM HARVEY SOCIETY 


The next meeting of the William Harvey Society 
will be held Friday, October 25, in the Auditorium 
of the Beth Israel Hospital, Boston, at 8:00 P.M. 


PROGRAM 
Speaker: Dr. Walter C. Alvarez, Mayo Clinic. 
Subject: “Functional Digestive Disorders.” 


Chairman: Dr. Louis F. Curran, Professor of 
Clinical Medicine, Tufts College Medical School. 


SUFFOLK DISTRICT MEDICAL SOCIETY 


PROGRAM OF MEETINGS 


October 30, 1935. 

Stated Meeting. Boston Medical Library. 

“The Interpretation of Problems in Bright’s Dis- 
ease and Related Conditions.” Dr. Soma 
Weiss. 

“The Management of the Problems in Bright's 
Disease and Related Conditions.” Dr. Lau- 
rence B. Ellis. 

Discussion: Dr. George Gilbert Smith and Dr. 
Louis E. Phaneuf. 


December 11, 1935. 
Joint Meeting with the New England Heart 
Association at the Boston Medical Library. 


| 
| 


as 


of 


VOL. 213 
NO. 16 


EDITORIAL DEPARTMENT 783 


“Constrictive Disease of the Pericardium.” Dr. 
Charles Sidney Burwell. 

Discussion: Dr. Edwin D. Churchill and Dr. 
Paul D. White. 


January 29, 1936. 
Joint Meeting with the Boston Medical Library 
at 8 Fenway. 
“Observations Around the World.” Dr. Walter 
B. Cannon. 


March 18, 1936. 
Meeting at the Boston Medical Library. 
“The Laboratory and Clinical Story of Fatigue.” 
Dr. Arlie V. Bock and Dr. David B. Dill. 
Discussion: Dr. Donald J. McPherson and Dr. 
Augustus Thorndike, Jr. 


April 29, 1936. 
Annual Meeting at the Boston Medical Library. 
“The Treatment of Septicaemia.” Dr. Champ 
Lyons. 
“The Pleurality of Scarlatinal Streptococcus 
Toxin.” Dr. Sanford B. Hooker. 
Discussion: Dr. Hans Zinsser. 
The medical profession is cordially invited to at- 
tend all of these meetings. 
Rospert L. DENORMANDIE, M.D., President, 
CuHarLes C. Lunp, M.D., Secretary, 
Francis T. Hunter, M.D., 
Boston Medical Library. 


WORCESTER DISTRICT MEDICAL SOCIETY 
Censors’ MEETING 


The next meeting of the Board of Censors for the 
Worcester District of the Massachusetts Medical 
Society will be held in the Library Rooms of the 
Worcester District Medical Library, Inc., located at 
34 Elm Street, at 4:30 on the afternoon of Thurs- 
day, November 7, 1935. All candidates desiring to 
be examined at this meeting of the Board of Cen- 
sors should apply to the Secretary of the District 
Medical Society at least two weeks before the exam- 
ination. 

ERWIN C. MILLER, M.D., Secretary. 


CARNEY HOSPITAL CLINICAL MEETING 
Monpay, OcToBer 21, 1935, 8 P.M. 
Diagnosis and Management of Acute Appendicitis. 
Dr. C. McK. Fraser. 

Treatment of Burns. Dr. R. H. Aldrich. Lantern 
Slides. 

Physicians and medical students invited. 


MASSACHUSETTS PSYCHIATRIC SOCIETY 


The eleventh annual meeting of the Massachusetts 
Psychiatric Society will be held at the Parker House 
on Tuesday, October 29, at 6:30 P.M. After a 
business meeting, which will include the election 
of officers for the coming year, the Society will 
hear the annual discourse which will be given by 
George Sarton, D.Se., Associate of the Carnegie In- 


stitution, and Editor be Isis. He will speak on 
“Genius, with Special Reference to Science and 
Music.” 

Oscar J. RaAeper, M.D., Secretary. 


NEW ENGLAND HEART ASSOCIATION 


The first meeting of the New England Heart 
Association will be held Monday, October 28, in 
the Ether Dome of the Massachusetts General 
Hospital, at 8:15 P.M. 

PROGRAM 


1. Pathological Specimen—Chronic Constrictive 
Pericarditis. Dr. P. D. White. 

2. Fat and the Left Pericardial Diaphragmatic 
Angle. Dr. Sylvester McGinn. 

3. Congenital Heart Disease. 

A. Unselected Cases for Diagnosis. Dr. P. D. 
White. 

B. Our Experience at the Massachusetts Gen- 
eral Hospital in the Past Ten Years as to 
Accuracy of Diagnosis. Dr. McGinn. 

4. Pulmonary Infarction Complicating Severe 
Chronic Mitral Valve Disease with Failure. Dr. H. B. 
Levine. 

5. A New Method in the Treatment of Paroxysmal 
Tachycardia. Dr. H. B. Sprague. 

6. The Normal Lead IV. Dr. R. E. Glendy. 

7. The Abnormal Lead IV. Dr. A. Grabiel. 

The members of the New England Heart Associ# 
tion and interested physicians are invited to attend. 

JAMES M. FAULKNER, M.D., Secretary. 


NEW ENGLAND SOCIETY OF PSYCHIATRY 


The New England District of the American Psychi- 
atric Association will meet at the Medfield State 
Hospital, Medfield, Massachusetts, Thursday, October 
24, 1935. 

PROGRAM 

Buffet lunch will be served at 12:30 P.M. 

Business meeting at 1:30 P.M. 

Candidates for membership proposed at the last 
meeting, and approved by the Executive Com- 
mittee, to be presented for election. 

Speaker: “A Recent Court Experience.” L. Vernon 
Briggs, M.D., Boston, Mass. 

Horace G. Ripiey, M.D., President, 
HARLAN L. Paine, M.D., Secretary-Treasurer. 


HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society 
will be held in the Peter Bent Brigham Hospital 
Ampitheatre (Shattuck Street Entrance), Tuesday 
evening, October 22, at 8:15 P.M. 


PROGRAM 


Presentation of Cases. 


Some Experiences During a World Tour. By Walter 
B. Cannon, M.D. 


MARSHALL N, Futton, M.D., Secretary. 


A. 
iG | 
il- 
m- 
18- 
1a- 
he 
ge 
ld | 
ra- 
nd 
es, 
as 
ta- 
sis 
He 
of 
in 
the 
ite, 
rst 
In 
fty 
ion 
the 
pri- 
les. 
ety 
jum 
| 
| 
oma 
At’s 
LAu- | 
ry. | 


784 


EDITORIAL DEPARTMENT 


N. E. J. OF M. 
OCT. 17, 1935 


SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES ~ 


CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, OCTOBER 21, 1935 


Monday, October 21— 
*9-10 A.M. Boston Dispensary, 
Boston. Anaphylaxis Clinic. 
Dr. Joseph Kaplan. 


25 Bennet Street, 
Case Presentation. 


Tuesday, October 22— 


*9-10 A.M. Boston Dispensary, 25 Bennet Street, 
Boston. “The So-Called Splenic Anemias.’’ Dr. 
William Dameshek. 

8:15 P.M. Harvard Medical Society. Peter Bent 


Brigham Hospital Amphitheatre (Shattuck Street 
Entrance). 


Wednesday, October 23— 


*9-10 A.M. Boston Dispensary, 25 Bennet Street, 
Boston. Ward Cases. Dr. S. J. Thannhauser. 
#12 M. Clinico-Pathological Conference. Children’s 


Hospital. 


Thursday, October 24— 

*8:30-9:30 A.M. Clinic, Surgical Staff of the Peter 
Bent Brigham Hospital, at the Peter Bent Brig- 
ham Hospital. 

*9-10 A.M. Boston Dispensary, 25 Bennet Street, 
Boston. ‘Physiological Significance of Macrocy- 
tosis in Anemia.’’ Dr. W. B. Castle. 

*3:30 P.M. Medical Clinic at the Peter Bent Brigham 
Hospital. 


Friday, October 25— 


*9-10 A.M. Boston Dispensary, 25 Bennet Street, 
Boston. Ward Cases. Dr. S. J. Thannhauser. 
*12-1 P.M. Boston University School of Medicine 


Surgical Clinic at the Boston City Hospital, Chee- 
ver Amphitheatre. 

8 P.M. William Harvey Society. Auditorium, Beth 
Israel Hospital, Boston. 


Saturday, October 26— 


*9-10 A.M. Boston Dispensary, 25 Bennet Street, 
Boston. Nephritis Clinic. Dr. S. J. Thannhauser. 

*10-12. — rounds at the Peter Bent Brigham Hos- 
pital. 


*Open to the medical profession. 
+Open to Fellows of the Massachusetts Medical Society. 


October 18—Boston University School of Medicine Sur- 
gical Clinic at the Boston City Hospital. See page 781. 

October 21—Carney Hospital, Clinical Meeting. See 
page 783. 

October 21 - November 2—1935 Graduate Fortnight of 
the New York Academy of Medicine. See page 898, issue 
of May 9. 

October 22—Harvard Medical Society. See page 783. 

October 24—Medical Clinic at the Peter Bent Brigham 
Hospital. See page 7 

October 24—New England Society of Psychiatry. 
page 783. 

October 25—Boston University School of Medicine Sur- 
gical Clinic at the Boston City Hospital. See page 781. 

October 25—William Harvey Society. See page 782. 

October 28—New England Heart Association. 
page 783. 

October 28-November 1—The Twenty-Fifth Clinical 
Congress of the American College of Surgeons. See page 
1065, issue of May 30. 

October 29—Massachusetts Psychiatric Society. 
page 783. 


See 


See 


See 


DISTRICT MEDICAL SOCIETIES 


ESSEX NORTH DISTRICT MEDICAL SOCIETY 


October 23—Quarterly Meeting to be held at 1 P.M. 
at Peabody House, Andover Academy. 
SUFFOLK DISTRICT MEDICAL SOCIETY 


— 30 - April 29—Schedule of Meetings. See page 


WORCESTER DISTRICT MEDICAL SOCIETY 
Meeting. See page 783. 


November 7—Censors’ 


November 13—Wednesday evening. Grafton State Hos- 
pital, North Grafton, Mass. Dinner and scientific program. 
Subjects of program to be announced later. 


December 11—Wednesday evening. St. Vincent Hospi- 
tal, Worcester, Mass. Dinner and scientific program. 
Subjects of program to be announced later. 


January 8, evening. Worcester City 
Hospital, Worcester, Mass. Dinner and scientific program. 
Subjects of program to be announced later. 


February 12, 1936—Wednesday evening. Worcester State 
Hospital, Worcester, Mass. Dinner and scientific program. 
Subjects of program to be announced later. 


March 11, 1936—Wednesday evening. Memorial Hospi- 
tal, Worcester, Mass. Dinner and scientific program. 
Subjects of program to be announced later. 


April 8, 1936—Wednesday evening. Hahnemann Hos- 
pital, Worcester, Mass. Dinner and scientific program. 
Subjects of program to be announced later. 


May 13, 1936—Wednesday afternoon and evening. An- 
nual Meeting of Society. Time, place and details of pro- 
gram to be announced in an April issue of the Journal. 


ERWIN C. MILLER, M.D., Secretary. 
WORCESTER NORTH DISTRICT MEDICAL SOCIETY 


October 23—Quarterly Meeting to be held at the State 
Colony in East Gardner, at 4:30 P.M. 


BOOK REVIEWS 


Arthritis and Rheumatoid Conditions. 
and Treatment. Ralph Pemberton. Second Edi- 
tion. 455 pp. Philadelphia: Lea & Febiger. $5.50. 
This is one of the best of any single treatise on 

arthritis published to date. it is composed prac- 
tically of summaries or abstracts from other men’s 
works in combination with the author’s own observa- 
tions. It goes into sufficient detail of the pathology 
of arthritis: the history is minimized as it should 
be: symptomatology and treatment are well pre- 
sented, because they are presented from an intern- 
ist’s point of view of a disease which primarily be- 
longs in the field of internal medicine. 

In reading the book, two things strike one who is 
really interested in arthritis: First, the statement 
that the author’s own experience corroborates that of 
Nichols and Richardson in the belief that there may 
be only one arthritis, but that many individuals re- 
act differently and require different forms of treat- 
ment at different stages of the joint involvement. 
Secondly, no mention is made of the value of con- 
tinuous follow-up, or survey, of either the author's 
own or other patients. In any study of the ar- 
thritic problem, a continuous follow-up of the same 
group of patients is of the utmost importance. 

Whereas Pemberton in this second edition makes 
definite statements regarding the futility of classi- 
fication of the arthritides, one is impressed with the 
fact that the man is attempting to state in a similar 
fashion, but does not do so, that the arthritic is an 
individual who has a definite complaint, i.e., some dis- 
turbance of the articular or periarticular structure, 
which changes as the years go on, or which spon- 
taneously arrests itself at any stage after the onse& 
with partial or complete disability and deformity, 
or with only such remnants of the disease that 
normal function of the impaired joint is reéstablished 
and no evidence of arthritis can be proved. 

‘The author has avoided or purposely omitted a 
great many of the rather exaggerated statements 
appearing in books dealing with arthritic conditions 
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and other joint disturbances from a purely one man 
point of view, either surgical or orthopedic. The 
book is one that the reviewer believes may be 
called a “four star book.” It is a well-rounded gen- 
eral presentation of arthritis of the present time. The 
bibliography is of particular value because it brings 
up to date in a most comprehensive manner all the 
literature on the subject published to date. It is high- 
ly recommended to anyone interested in the general 
problem of arthritis as a book which should be 
bought and kept for practical use. 


Some Thoughts of a Doctor. Frederick Parkes 
Weber. 183 pp. London: H. K. Lewis & Co., Ltd. 
6s. net. 


“Some Thoughts” comes from the facile practiced 
pen of a man who has written on many subjects, lay 
and professional, for thirty years. From his broad 
clinical experience with many minds and many men 
he has collected these observations that set one 
thinking. The book is to be taken in divided doses 
but the essays are short, many of them too abridged 
from more extensive ones. For a ten minute sitting 
it is ideal. “Reminiscent of another learned physi- 
cian, Sir Thomas Browne, they are the outcome of 
a charming and generous personality, the expression 
of one who has achieved a real philosophy of life’. 


Awaken Your Sleeping Beauty. Lilyan Malmstead. 
96 pp. New York: E. P. Dutton & Co., Inc. $1.75. 


This small book of less than 100 pages is written 
by the originator of a certain type of exercises. It 
is quite evident that the author believes in them 
with an almost religious fervor. The awakening of 
the sleeping beauty of one’s body and individual 
members is by acquiring “erectitude.” ‘Lengthen 
the line between the chin and waist and you will 
lengthen your years,” says the title page and 
throughout the book, if we follow this advice and 
bend backward from the waist line, we are promised 
fair bodies and fair minds. We must “think erecti- 
tude, conceive erectitude, cherish erectitude, express 
erectitude, glorify erectitude and be glorified by it!” 
“It is the first step to perfect health and is a posi- 
tive guarantee to keep it.” It all sounds very simple 
and the frontispiece of Miss M@lmstead is an excel- 
lent advertisement for her system; perhaps a better 
one than the drawings illustrating her exercises. 


“Erectitude” as contrasted with static erectness 
entails bending backward. The medical man, how- 
ever, sees many more ills from exaggerated lumbar 
lordosis than from too little, especially in middle- 
aged persons. A word of caution might not be amiss, 
suggesting the wisdom of a tempered enthusiasm on 
the part of the elderly and obese in carrying out 
the exercises proposed. 

Whatever one may think of the method, the mes- 
sage of the book needs transmission. It is undoubt- 
edly true that most people think too little of their 
muscles and their carriage, and because of this 
thoughtlessness, deny themselves’ both better 


health and greater grace. There is little the doc- 
tors can do about Miss Malmstead’s system except 
practice the method themselves, if they wish, and 
advise their patients to buy “Awaken Your Sleeping 
Beauty,” for after THE END comes the following 
sentence: “The system of exercise covered by this 
book was originated by the author. Notice is here 
by given that the author will promptly prosecute 
anyone who, without express authorization from the 
author, teaches or attempts to teach such system.” 


Transactions of the American Association of Genito- 
Urinary Surgeons. Forty-sixth Annual Meeting 
held at Hot Springs, Va., May 14, 15, and 16, 1934. 
Volume XXVIII. 438 pp. Saint Paul and Minne- 
apolis: The Bruce Publishing Company. 


The American Association of Genito-Urinary Sur- 
geons is composed of about eighty of the leaders in 
genito-urinary surgery in this country—and a few 
distinguished foreigners—and therefore the transac- 
tions of its annual meetings represent the views of 
these leaders. This volume of 438 pages contains 
thirty articles by different members (and their col- 
laborators), most of them making genuine contribu- 
tions to various aspects of genito-urinary surgery. 
Some papers report brand new work, some of it still 
in the experimental and unproved stage, others pre- 
sent rare and interesting cases, while still others 
make their contribution by reviewing or shedding 
new light cn old problems. As in all branches of 
surgery nowadays, there is increasing emphasis on 
physiological and endocrinological methods of ap- 
proach, and on long-time end results, and less empha- 
sis on the purely mechanical and technical aspects. 
Subjects which particularly attracted the reviewer’s 
interest were the question of the control of prostatic 
hypertrophy by the administration of hormone, the 
relation of hyperparathyroidism to the formation of 
certain urinary stones, the réle of radiation therapy 
in the treatment of tumors of the testis, and the gona- 
cotropic hormone in the urine of men with such tu- 
mors. Ipso facto this volume represents the views 
of the leaders of American genito-urinary surgery. 


A Record Book for Tuberculosis Patients. Lawrason 
Brown. New York: National Tuberculosis As- 
sociation. $.15. 


This record book is designed to help patients to 
keep in close touch with their physicians, I pre 
sume, under circumstances when for reasons of 
distance or economy a patient cannot see his physi- 
cian so often as would otherwise be the case. A 
typical page consists of a temperature and pulse 
chart and on the opposite page headings such as 
“General Symptoms” which include “appetite,” “di- 
gestion,” “strength,” etc. and “Localizing Symptoms” 
under which are “cough” and “expectoration,” fol- 
lowed by a few general headings such as “number of 
hours in bed,” “amount of exercise,” etc. 

For a certain type of patient this little book will 
undoubtedly be of value; for others of the more in- 
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telligent class it is rather too detailed and in many 
cases quite unnecessary. It closely resembles the 
“Record Book” used by Dr. Joseph H. Pratt in the 
Emmanuel Church Tuberculosis Class when the home 
treatment of tuberculosis was almost the only way 
in which that disease could be treated. At the pres- 
ent time with what might be called almost a plethora 
of sanatoria and institutional facilities the scope for 
such a book as this is limited. The writer of this 
review uses a form for this identical purpose which 
is far simpler and which he believes on the whole 
is better. It is particularly valuable for patients who 
see him only once a month or thereabouts so that 
these weekly reports keep him in close.touch with 
the patient. All such means of doing this are 
steps in the right direction, however, and as such this 
record book is of value in certain cases. 


A Synopsis of Regional Anatomy. T. B. Johnston. 
Third Edition. 460 pp. Philadelphia: Lea & 
Febiger. $4.50. 


Previous editions of this valuable textbook of re- 
gional anatomy have been favorably reviewed in the 
Journal. In this third edition the general plan of 
the work has not been modified, but a new section 
dealing with Osteology has been added. Sections 
en the brain and spinal cord have been rearranged 
and in several places rewritten, and the references 
to the development of various structures have been 
increased in number and have been inserted in the 
description of the regions with which they are con- 
cerned. The book is preceded by a glossary of the 
principal alterations of the B. N. A. terminology 
as approved by the Anatomical Society of Great 
Britain and Ireland. Although there are only 
eleven illustrations in the text, they are well se- 
lected and seem adequate for the purpose of the 
book, which is not that of a complete textbook but 
rather as a manual of review for those who have 
studied the subject in a larger text and have al- 
ready performed the usual dissections. Although 
of British origin, the book is thoroughly and equally 
well adapted to the use of American students. 


Pharmacologie. 
1257 


Thérapeutique et de 
A. Richaud et R. Hazard. 
100 fr. 


Précis de 
Septiéme Edition. 
pp. Paris: Masson et Cie, Editeurs. 
Richaud and Hazard’s publication on pharmacol- 

ogy and therapeutics has for years been a stand- 

ard text. The seventh edition of their work, al- 
though a complete revision of the preceding editions, 
contains all of their completeness and simplicity of 
form. Embodied are the many new contributions 
to the above fields. The vitamines, hormones, 
cholines and vaccines all receive thorough consid- 
eration. Exception may perhaps be taken to the 
relative amounts of space accorded some of the 
medicaments described. For example, nine pages 


are devoted to a detailed description of so-called 
anti-syphilitic mercurials while only three pages are 
devoted to bismuth which has practically supplant- 


ed them in the treatment of syphilis. Tryparsamide 
receives consideration of only half a page. Lapses 
of the preceding nature are, however, relatively few. 
The book on the whole is well done. It is ex- 
cellently printed, and is subdivided in such a man- 
ner that it makes a very fit source of study for the 
medical student and reference for the physician. 


Lecons de Physiologie Médico-Chirurgicale. Leon 
Binet. 244 pp. Paris: Masson et Cie. 40 fr. 


There are presented in this protocol sixteen con- 
ferences on the physiologic aspects of various medi- 
cal and surgical problems of importance. Included 
in the wide diversity of discussed subjects is a 
study of induced pneumothorax in tuberculosis, the 
treatment of acute hemorrhagic pancreatitis and 
experimental acute nephritis, the pathogenesis and 
treatment of peptic ulcer, intestinal obstruction, 
functional exploration of the spleen, the colon bacil- 
lus, the arterial atheromata and the agents em- 
ployed in the treatment of rickets. Although pri- 
marily of physiologic importance, the contributions 
of Professor Binet and his collaborators will be 
read with profit by the internist and surgeon as 
well. 


Aids to Ophthalmology. N. Bishop Harman. Eighth 
Edition. 242 pp. Baltimore: William Wood & 
Company. $1.25. 


This work constitutes an excellent pocket man- 
ual for the student of medicine, for whom a series 
of similar aids have been written by British authors. 

Rare diseases are omitted, and emphasis is given 
to the more common eye diseases and to their rela- 
tion to general medicine. The subject matter is 
well presented, and it carries 203 helpful illustra- 
tions. While Aids to Ophthalmology cannot be con- 
sidered complete enough to serve as a book of 
reference, it does serve a useful purpose as a sup- 
plement to case teaching for the student who is 
first undertaking clinical work. 


Diet Control. A system of eleven hundred diets for 
the prescription of diabetic, anti-obesity and meas- 
ured diets in general. George E. Anderson and 
Paul C. Eschweiler. New York City: Gallo & 
Ackerman, Ine. 

This work is not a book but consists of a descrip- 
tive pamphlet of the principles of treatment for 
the physician, and a dozen detachable pamphlets of 
diet prescription for patients. The purpose of the 
authors in applying diet control in this way is to 
facilitate yet to keep accurate the selection of foods 
by patients. In each of the pamphlets of diet pre 
scriptions there is an explanatory introduction of 
the treatment, and this is followed by lists of 
measured but not weighed foods that may be 
selected by the patients at the three meals. The 
work should be found useful for practitioners who 
frequently prescribe diets. 
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